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Removal of the Celiac Axis in Gastrectomy 


for Carcinoma of the Stomach in 


Selected Cases: A Ten-Year Assessment 


LYON H. APPLEBY, M.D., F.R.C.S. (Eng., Can.), F.I.C.S.* 


VANCOUVER, BRITISH COLUMBIA, CANADA 


OME ten years ago, assessing the re- 
S sults of operations for carcinoma, I 

came to the conclusion that the sur- 
gical treatment of carcinoma of the 
stomach had stood still, in spite of ad- 
vances in the treatment of carcinoma of 
other organs. 

I know of no authentic case of gastric 
carcinoma cured by any measure other 
than complete removal of all malignant 
tissue; carcinoma, to be wholly cured, 
must be wholly removed. This being true, 

*Associate Professor of Surgery, University of British 
Columbia, Vancouver. 

Read at a meeting of the Tennessee Valley Medical Asso- 


ciation, Chattanooga, Sept. 1959. 
Submitted for publication Jan. 11, 1960. 








In the author's experience, in only 
about 12 per cent of all cases of car- 
cinoma of the stomach is there at 
present any chance whatever of per- 
manent cure. He considers total re- 
moval of the celiac axis artery, with 
its attendant nodes, a definite con- 
tribution to the surgical treatment of 
carcinoma, bringing the actual phys- 
ical procedure into line with other 
standard extirpative procedures for 
this purpose. 
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the actual physical factor of surgical re- 
moval was brought into review and an 
attempt made to discover just what basic 
principles of carcinoma surgery were be- 
ing violated, and in what manner. There 
should be no quarrel with the basic prin- 
ciples of removal, i.e., resection of a wide 
area beyond all carcinomatous tissue, plus 
removal — not mere dissection — of the 
whole lymphatic drainage area pertaining 
thereto. 

If local recurrence of mammary carci- 
noma occurred as regularly as it does after 
gastric intervention, the competence of 
the operating surgeon would be called 
seriously into question, and the results 
would not be tolerated. 

In 1948 I had completed a close ana- 
tomic study of the whole celiac axis, with 
particular respect to the collateral circula- 
tion after ligation of its hepatic artery 
branch. This work, confirmed by N. A. 


Michels,! satisfied me that the celiac axis 
could be wholly removed without jeopardy 


to anything. In 1953, in the journal 
Cancer, I reported the first 13 cases of 
gastric resection for carcinoma of the 
stomach with removal of the entire celiac 
axis and its attendant nodes en bloc.? In 
this article I wish to assess the results 
in these and 19 additional cases. 

A host of other and lesser features, how- 
ever, must be considered. Early diagnosis 
has been given most stress, but in my ex- 
perience earlier diagnosis has not been 
reflected in better results. The time ele- 
ment is much less important than the 
grade of malignancy, and, since most 
such tumors are of Grade 3, the patient’s 
fate has long since been biologically sealed 
before the first symptom referable to the 
stomach is recorded. 

The location of the growth is much more 
important than its age. Carcinoma of the 
high cardial type carries a much more 
serious hazard than does the low pyloric 
type, with respect to both invasion of con- 
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tiguous structures and the _ respective 
grades of malignancy. The general rule 
that carcinoma in elderly persons is more 
likely to be resectable with success than is 
carcinoma in younger persons holds good 
here. By and large, Grade 1 carcinoma of 
the stomach is almost unknown, but less 
florid growths tend to be a feature of 
seniority. 

I am compelled, however, to conclude 
that the one factor which most makes for 
unsatisfactory surgery in results of opera- 
tion for gastric carcinoma is invasion 
of the lymph nodes around the celiac 
axis. Priestly* has long since demonstrated 
that the outlook is 4:1 for the worse if 
nodal involvement has taken place. This 
is much more a deterrent to curative sur- 
gical treatment than is involvement of a 
contiguous structure, provided the con- 
tiguous structure can be removed. Re- 


- moval of lymphatic celiac nodes has long 


been a piecemeal affair, and great dif- 
ficulty is encountered through entangle- 
ment in fibrous sympathetic nerve nets, 
vascular networks, matted lymphatics and 
ruptured veins. 

Advocation of removal of the celiac 
axis en bloc with the stomach is in no 
sense an heroic attempt to bring more ad- 
vanced carcinomas within the ambit of 
curative surgical therapy; exactly the re- 
verse. It is an attempt to bring the early 
curable carcinoma into the “prospect of 
cure” group even if nodal involvement has 
already taken place. I am trying to ex- 
pand the “curative resectability” ratio, 
realizing that the surgeons of forty years 
ago were quite as intrepid as are those of 
today. 

Since my 1953 series of 13 cases, I have 
resected 91 gastric carcinomas, 19 of the 
operations involving block resection of the 
celiac axis. These were, of course, the 
most favorable of cases, in which an ex- 
tensive procedure was justifiable in the 
hope of complete cure. 
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The difficulty of such an assessment is 
that patients are operated upon at different 
times, and, as ten years has elapsed since 
this procedure was first undertaken, and 
since the vast majority of the patients who 
underwent ordinary resection show evi- 
dence of recurrence under three years, 
those who have survived the operation for 
three years will be subjected to special 
analysis. 

I have been questioned repeatedly con- 
cerning the minutiae of surgical removal. 
It is really remarkably easy if the follow- 
ing routine is followed: The approach 
should be from the left side. Begin by 
mobilizing the spleen and the cardia of the 
stomach and turning them over to the 
right, the tail of the pancreas included. 
This brings you to the aorta and the celiac 
axis from behind and the left side, and it 
all strips off the back wall very easily. The 
celiac axis is then clamped with a Blalock 
clamp, and the pancreas is stripped up to 
about the line of the superior mesenteric 
vessels. 

A second Blalock clamp is next placed 
on the hepatic artery, just proximal to the 
gastroduodenal juncture, in such a way 
that flow upward into the hepatic artery 
from the gastroduodenal artery is unim- 
peded. You may then proceed with the 
resection in the ordinary way, removing 
the stomach, the spleen, the distal half of 
the pancreas and the omentum, verifying 
the blood supply to the small intestine 
from time to time. If this organ con- 
tinues pink throughout, the celiac artery 
and the hepatic artery may be ligated at 
the points where the clamps have been 
placed. This permits complete removal 
of the whole celiac axis-neurovascular- 
lymphatic mass, undissected, en masse. 
Since Dr. Michels has shown that the 
superior mesenteric artery may occa- 
sionally arise from the celiac axis, I use 
this temporary clamping procedure to 
protect myself against this contingency, 
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TABLE 1.—Gastric Resections for Carcinoma, 
1953-1958, Inclusive 





Total number 91 
Resections of celiac axis 19 








TABLE 2 





Ordinary resections 72 
Operative mortality rate 4% (3 deaths) 








TABLE 3>—Resections of Celiac Axis 





Number of resections 19 
Operative deaths 1 
Previous Cases 13 
Operative deaths 0 
Total operative mortality rate 1:32 (3.1%) 








TABLE 4.—Nodal Involvement 





Celiac node involvement 
Nodes uninvolved 
Average number of nodes examined 








TABLE 5.—Results of Celiac Resection 





Total celiac resections 1948-1958 32 
Patients alive today 14 (43%) 
Longest survival (first case) 10 yr. 








TABLE 6.—Mortality and Survival 





Number dead after celiac resection 18 
Average survival period 

Died of carcinoma 

Died of other causes 





although I have never encountered it clini- 
cally. The only structure in jeopardy is 
the superior mesenteric vein. I have never 
seen the slightest evidence of impaired 
liver function, although I still follow the 
original routine of massive doses of peni- 
cillin afterward to destroy any possible 
obligatory anaerobes that might develop in 
the liver. (This is probably armchair 
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TABLE 7.—Periods of Survival (14 patients) 





Survival, Yr. 


10 
7 


No. of Patients 


1 





wow do 


5 
4 
3 








TABLE 8.—Results of Ordinary Resection 





Ordinary Resections (1948-1958) 72 
Patients alive today 18 (25%) 
Patients dead 54 (75%) 
Average survival 17 mo. 








TABLE 9.—Status of Survivors ~ 





12 

2 

49 months’ survival 
38 months’ survival 


Well 

Have recurrence 
1 
1 





philosophy and quite unnecessary.) Now 
I always leave a small cuff of cardia for 
anastomosis, although I never used to do 
so. I believe it makes a big difference 
postoperatively, and I have never done a 
resection of the celiac axis for high gastric 
carcinoma. Statistically it is evident at 
once from Tables 2 and 3, that the resec- 
tion of the celiac axis does not add to the 
operative mortality attendant upon lesser 
procedures. The rate of 3.1% in such a 
small series as 32 cases is perhaps for- 
tuitous. 

As regards nodal involvement, I con- 
sider it to be a rarity when the nodes are 
uninvolved. In only 4 of my series of 32 
cases was it demonstrated pathologically 
that the nodes were free of involvement 
(Table 4). 

Of the 32 patients, 14 (43 per cent) are 
alive at the time of writing, including the 
first patient, who has survived more than 
ten years (Table 5). Furthermore, of the 
18 who have died the average survival was 
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four years and two months, and 8 died of 
other causes. In the parallel series of 
72 cases, only 25 per cent, i.e., 18 patients, 
are alive today. The significant feature 
is that in the parallel series of ordinary 
resections the average period of survival 
was seventeen months. The difference in 
average duration of survival between 
seventeen months on the one hand and fifty 
months on the other is not to be explained 
wholly on the basis of celiac axis resection. 
The cases in which celiac resection was 
done represented the optimum of oppor- 
tunity over a period of ten years and in 
no circumstances are to be construed as 
cases of advanced carcinoma; quite the 
reverse. 

The status of the 14 survivors is inter- 
esting. Twelve are considered free of car- 
cinoma. Two apparently have recurrences. 
One of the 2 is now jaundiced and losing 


‘weight. The other has metastases in both 


146 


lungs. 

Since my experience indicates that only 
approximately 12 per cent of all gastric 
carcinomas are at present permanently 
curable, I am convinced that removal of 
the celiac axis artery, together with its 
attendant nodes, is a definite contribution 
to the surgical therapy of carcinoma, 
bringing the actual physical procedure 
into line with other standard technics of 
extirpation now in use. 


ZUSAM MENFASSUNG 


Nach den Erfahrungen des Verfassers 
besteht gegenwartig bei nur etwa zwolf 
Prozent aller Falle von Magenkrebs ir- 
gendeine Hoffnung auf Dauerheilung. Er 
halt die véllige Entfernung der A.coeliaca 
und der sie begleitenden Lymphknoten fiir 
einen entschiedenen Beitrag zur chirurgi- 
schen Behandlung des Krebses, wodurch 
der Eingriff auf das Niveau anderer aner- 
kannter Resektionsbehandlungen von 
Krebsen gebracht wird. 
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RESUME 


Se basant sur son expérience person- 
nelle l’auteur estime qu’il n’y a aujourd’hui 
que 12% environ de chances de guérison 
sur la totalité des cas de carcinomes de 
l’estomac. II considére |’excision totale du 
tronc caeliaque comme une contribution de 
valeur au traitement chirurgical du car- 
cinome, placant cette méthode au méme 
rang que d’autres techniques standard 
d’extirpation du carcinome. 


RESUMEN 


De acuerdo con la experiencia del autor 
solo en un 12% de todos 1 los carcinomas 
del estomago existe alguna posibilidad de 
una curacién duradera. Considera asi 
mismo la extirpacion del tronco celiaco con 
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tiva al tratamiento quirtrgico del carci- 
noma, poniendo tal proceder al nivel de 
otros métodos standard para la extirpa- 
cién del carcinoma. 


SUMARIO 


De acordo com a experiéncia do A. so- 
mente 12% dos casos de carcinoma do 
estomago tem chance de cura permanente. 
Considera a excisao dos ganglios celiacos 
uma forte contribuicao nésse sentido. 
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There is nothing more terrible than energetic ignorance. 


—Goethe 


Learning in one man’s hand is a sceptre; in another’s a bauble. 


—Montaigne 


Learning without politeness makes a disagreeable pedant, and politeness without 


learning makes a superficial, frivolous puppy. 


—Chester field 


There is enough light for those whose wish is to see, and enough darkness for 


those who are of a contrary disposition. 


—Pascal 


The wise carry their knowledge as they do their watches, not for display, but for 


their own use. 





—Browne 





Actinomycosis : Borderline Cases 


JOHN HERTZ, M.D., F.I.C.S. 
COPENHAGEN, DENMARK 


HE dictum “Seek, and ye shall find” 

(Matthew 7:7) lucidly indicates the 

main problem posed by actinomyco- 
sis. Sir Zachary Cope has put it in greater 
detail: “From Western Europe and East- 
ern Asia, from North and South America, 
from Australasia and Africa—in fact, 
from wherever there is a microscope and 
a laboratory—the fungus has been found 
to be the cause of disease.” The individual 
throws out the great ideas, but their suc- 
cess may depend on teamwork. 


In previous publications of my own 
concerning actinomycosis this disease was 
defined, according to Per Holm, as any 
one of a group of inflammatory conditions 
caused by a number of well-defined anae- 


From the Department of Special Surgery, Royal School 
of Dentistry, Stockholm, Sweden. The mycologic examina- 
tions were performed by Dr. Per Holm, Chief of the Myco- 
logic Department, State Serum Institute, Copenhagen. 

Aided by a grant from the fund of King Christian X. 

Submitted for publication Oct. 21, 1959. 





Eleven cases of borderline actino- 
mycosis are reported, including both 
typical and atypical forms of the dis- 
ease. In 3 cases of the latter type 
there was a tumor-like soft swelling 
in the cheek and in 1 case a large 
cystic process in the lower jaw. In 
2 cases the clinical picture corre- 
sponded to the entity previously de- 
scribed by the author, with the de- 
velopment of a firm tumor-like mass 
solidly attached to the bone. The 
route of invasion in each case is 
discussed, and the treatment and 
results are outlined. 











robic microorganisms of the actinomyces 
group in symbiosis with other microbes. 
Actinomyces Israeli is named after James 
Israel, who first described it in 1878. In 
the English-speaking literature it is still 
often erroneously called Actinomyces 
bovis. It was Per Holm, who, in 1948, 
was able to establish the fact that dif- 
ferent varieties of the ray fungus exist 
and that “other microbes” also are present 
in the actinomycotic lesion. 

Interest has been focused more and more 
on these “other microbes,” and Per Holm 
(1951) arrived at the conclusion that pa- 
tients with actinomycosis may be treated 
adequately with penicillin as far as the 
actinomycetes are concerned, since these 
microorganisms are killed without the 
patient’s being cured; the persistence of 
the lesion in such cases depends upon the 
presence of the “other microbes,” which 
are able to maintain an infection already 
established and consequently appear to 
be responsible for the “continued disease” 
in some cases of penicillin-treated actino- 
mycosis (Case 4). It has never been 
proved, however, that these “other mi- 
crobes” are able to produce an infection 
without the initial presence of actino- 
mycetes, which is a sine qua non for the 
occurrence of the condition. 

Per Holm’s classification includes at 
least 4 groups of pathogenic actinomy- 
cetes, of which Group I is identical with 
A. Israeli. Group II has a great many 
characteristics in common with Group I 
but differs in various ways, The organisms 
of these groups are accompanied by Ac- 
tinobacillus actinomycetem comitans in 
approximately 40 per cent of the cases 
of oral and maxillary involvement. In the 
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remaining 60 per cent they are accom- 
panied by other—practically always anae- 
robic—organisms. The organisms of 
Groups III and IV, however, differ widely 
mycologically from A. Israeli; they are 
accompanied by anaerobic streptococci. 
The passage of time may add more groups. 

Clinically three different, more or less 
well-defined groups associated with the 
oral and maxillary manifestation are dis- 
tinguished. The first of these forms, 
which was mentioned by Bernhard von 
Langenbeck as far back as 1845 and 
described by James Israel in 1878—for 
which reason it can properly be termed 
the “classic form”—is assumed to be pro- 
duced by the actinomycetes of Groups 
I and II. Its clinical features are well 
known from the literature, including the 
textbooks. Generally the disease runs a 


chronic course and develops as swellings 
of varying consistency, often extremely 
hard, alternating with purulent foci and 


fistulas. The process migrates without 
respecting the anatomic structures, and it 
has often been emphasized that a firm 
string is palpable from the initial site of 
the lesion to the actual location when it 
is first noticed. Trismus may be present. 
Usually the lymph nodes are not affected. 

The other two groups may more prop- 
erly be called “‘actinomycosis-like lesions.” 
The first of these, the one that Eiken, 
Mortens and Glahn have called “pseudo- 
actinomycosis,” or the “atypical form,” is 
probably caused by the microorganisms of 
Groups III and IV. It is characterized 
clinically by a subacute or even acute 
course and presents itself as a tender 
swelling that leads to the formation of 
an abscess with thick, foul-smelling pus. 
It may be accompanied by fever. Usually 
a bone focus is demonstrable radiographi- 
cally. 

A third entirely different form, which 
had not been described previously as oc- 
curring in man, was added by myself in 
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1955. It was caused by the microorgan- 
isms of Group III or by organisms impos- 
sible to classify in any of Per Holm’s 
groups.* It presents itself as a firm, pain- 
less or slightly tender tumor-like mass 
firmly attached to the bone. There is no 
demonstrable osseous focus in the roent- 
genogram. The tumor recurs after sur- 
gical removal. In this connection it may 
be worth mentioning that actinomycosis 
in animals often occurs in a tumor-like 
form, as originally described by Otto v. 
Bollinger (1877). The clinical differences 
between the different forms become, how- 
ever, more and more nearly obliterated 
the more is known about the condition; 
more and more intermediates occur, and 
the clinical differentiation becomes in- 
creasingly difficult (Table 1). 

In all the forms trauma may act as the 
trigger mechanism. 

Pathogenesis.—It has been mentioned 
numerous times in the literature that the 
infection invades the organism through 
the mouth, but I have emphasized the 
fact that the “whys and wherefores” of 
its origin have not yet been fully eluci- 
dated. The previous assumption that the 
ray fungus could be introduced directly 
into the mouth by the chewing of certain 
substances, e.g., straw splinters or grass, 
can hardly be maintained in the light of 
present-day research. Decayed teeth were 
considered a possible portal of entry, 
presumably through caries and further 
through the pulp canal; among other 
routes of invasion may be mentioned the 
alveolus after surgical removal of a tooth, 
or pathologic conditions of different kinds, 
such as cysts, fracture, the difficult erup- 
tion of a wisdom tooth and periodontal 
disease. 

Pathologic Picture—The histopatho- 
logic features are uncharacteristic and 
allow no definite diagnosis to be estab- 





*Holm, P.: Personal communication. 
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TABLE 1.—Mycologic Classification (Per Holm) 





Clinical Classification I 
(A, Israeli) 


Il 
(Resembling 


A. Israeli) 


III IV 
Accompanied by 
Anaerobic Streptococci 


Impossible 
to State 


Accompanied by Actinobacillus 
Actinomycetem Comitans in 
Approximately 40 Per Cent 


of the Cases 


Principally Classic form 3 
suppurative (firm mass 
form with chronic 

suppuration) 


Atypical form 
Principally 
tumor-like 
form 


Totals 


1 





lished. The overall pattern is that of 
granulation tissue loaded with plasma 
cells, cells with lipoid metamorphosis, 
epithelioid cells and sometimes giant cells. 


Diagnosis.—The clinical diagnosis of 
actinomycosis may be difficult, and in 
most cases even a biopsy proves insuffi- 
cient, owing to the uncharacteristic overall 
histologic pattern. In cases in which ihe 
ray fungi appear directly in the gram 
stained biopsy material, the diagnosis is 
of course, established. This procedure 
however, is considered successful in only 
approximately 10 per cent of the cases, 
and a more nearly exact identification of 
the microbes in the different groups can- 
not, of course, be obtained in this man- 
ner. The decisive diagnosis can be estab- 
lished and confirmed only by means of 
mycologic culture, by which also the ray 
fungi can be identified. 

Treatment.—Proper treatment consists 
in the administration—as early as possible 
—of large doses (“knockout doses”) of 
penicillin given intramuscularly, sup- 
ported by adequate surgical measures; 
including evacuation of all demonstrable 
foci before treatment with the antibiotic 
is terminated. This drug is the supreme 
remedy in modern treatment of actino- 


mycosis. Dosage is the paramount prob- 
lem; the inadequacy of penicillin to bring 
about cure, frequently reported in the 
literature, depends upon insufficient doses, 


‘which make it impossible to control the 


“other microbes” (Hertz). Routine treat- 
ment with penicillin in conventional doses, 
therefore, is worse than no treatment at 
all. It may produce an improvement in 
the condition; the lesion will, however, 
undoubtedly recur; also, the treatment 
involves the risk of side-effects, and estab- 
lishment of the proper diagnosis is made 
more difficult. 

Other antibiotics, such as chlortetra- 
cycline (Aureomycin), Oxytetracycline 
(Terramycin) and Streptomycin have also 
been employed. The susceptibility of ac- 
tinomyces to chloramphenicol (Chioromy- 
cetin) has been studied by the McLean 
group (1949) and by Littman and his co- 
workers (1950), and a favorable response 
to the drug was obtained in 1 case (the 
Littman group, 1952), without any toxic 
side effects. 

As far as treatment with antibiotics is 
concerned, actinomycosis may be con- 
sidered a bacteriologic condition. In all 
probability such treatment involves the 
same risk of a change of the normal 
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bacteriologic flora into a mycologic con- 
dition as occurs against a conventional 
bacteriologic infection. 

One such case has come under my obser- 
vation. The patient was a man aged 43. 
Actinomyces as well as Candida were dis- 
covered in a dental focus. During treat- 
ment with penicillin the oral flora 
changed and became dominated by the 
Candida, and pronounced oral candidiasis 
(moniliasis) developed, For this reason 
treatment with penicillin was discon- 
continued and Chloromycetin brought into 
use. After termination of treatment the 
patient was cured of both conditions. 


Five illustrative cases of mycologically 
“classic” actinomycosis are here reported, 
in which, however, owing to peculiar 
clinical features, it was impossible to 
establish any decisive diagnosis without 
the aid of bacteriologic cultures. The 
eases also illustrate how different the 
clinical features may be in lesions caused 
by microorganisms that, from a mycolog- 
ic point of view, belong to the “classic” 
form of actinomycosis—the form de- 
scribed by Israel in his classic account, 
i.e, Groups I and II according to Per 
Holm’s classification. 


REPORT OF CASES 


CASE 1.—History and Examination: A 37- 
year-old man previously in good health sus- 
tained a forcible trauma to the right side of 
the mandible, without fracture, eight months 
prior to his admission to the hospital. Three 
months prior to admission the present illness 
began suddenly, with swelling, pain in the 
cheek in front of the mandibular angle and 
increasing trismus. 

A roentgenogram (Fig. 1A) revealed in 
the lower jaw, approximately at the site of 
the fifth tooth, a well-defined roundish radio- 
lucent area the size of a hazelnut, with a 
pronounced cystic membrane. Behind the 
cyst was a slightly radiolucent area. The bone 
structure was otherwise normal. No teeth 
were present in the region, and there were 
no other demonstrable osseous foci and no 
sequestra. 
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Fig. 1 (Case 1).—A, roentgenogram of cystic 
process in lower jaw in patient with “classic” 
actinomycosis. B, swelling developing at man- 
dibular angle. C, granulation tissue from cystic 
membrane in cystic process shown in A. 









Four months after onset an incision was 
made into the vestibulum in the neighborhood 
of the seventh tooth, and a large amount of 
pus was discharged. The patient felt better, 
and the swelling, as well as the trismus, de- 
creased slightly. The incision healed rapidly. 

Some time later a slow-growing, painless 
swelling developed at the right mandibular 
angle, and the trismus increased again. A 
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firm swelling the size of a prune was observed 
at the right mandibular angle (Fig. 1B). 
Firm infiltration was palpable along the 
anterior border of the masseter muscle. There 
was pronounced trismus. Palpation of the 
temporomandibular joints revealed no ab- 
normality. The regional lymph nodes were 
slightly enlarged. 

Routine examination gave essentially nega- 
tive results. The value for hemoglobin was 
74 per cent. There were 3,800,000 erythro- 
cytes and 4,000 leukocytes per cubic millimeter 
of blood, with 56 per cent neutrophils, 26 per 
cent lymphocytes and 3 per cent large mono- 
cytes. The urine was normal. 

Bacteriologic Observations: Microscopic ex- 
amination of material obtained by punch 
biopsy from the infiltrated area revealed 
gram-positive rods resembling actinomyces, 
and A. Israeli, as well as anaerobic gram-nega- 
tive rods (bacterioides) was obtained by cul- 
ture. 

Treatment: Intramuscular penicillin was 
administered immediately, in doses amount- 
ing to 2,000,000 international units daily. 
Both swelling and trismus disappeared in the 
course of some weeks. Six weeks after the 


institution of penicillin therapy I operated 
on the patient, opening the foci in the lower 
jaw through an incision in the vestibulum just 
below the alveolar crest, extending from the 
region of the wisdom tcoth to the incisor 


area. A cystic tumor corresponding to that 
observed on roentgen examination was enu- 
cleated. Minor osseous adjustments were 
made. 

Microscopic examination now failed to dem- 
onstrate mycelia or actinomyces, and there 
was no growth on culture. Penicillin therapy 
was continued for some days after the opera- 
tion. 

Pathologic Picture: The cystic membrane 
consisted of hyaline connective tissue in firm 
streaks, with edema and scattered, slight in- 
filtration with lymphocytes and plasma cells. 
The tissue was covered with squamous epithe- 
lium with varying degrees of keratinization. 
The epithelium was well demarcated, and the 
cells showed no pronounced atypism or poly- 
morphism; no mitoses were observed. No 
lipoid cells and no cholesterol could be dem- 
onstrated in the tissue. There were no signs 
of malignancy, and it was impossible to 
demonstrate any feature indicating a specific 
inflammation (Fig. 1C). 
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Outcome: One week after the operation 
penicillin therapy was discontinued and the 
patient was discharged, feeling well. 

Follow-Up: Two years after the operation 
the patient was still perfectly well, and there 
was no evidence of recurrence. The sedimen- 
tation rate was 3mm. per hour. 


CASE 2.—History and Examination: A 40- 
year-old man previously in good health sought 
medical advice for a painless swelling in the 
submandibular region, which had developed 
gradually after removal of three teeth from 
the lower jaw one week earlier. The tempera- 
ture was normal, and penicillin in moderate 
doses had been given routinely. 

On admission a firm, nontender, well-defined 
mass slightly longer than a prune was ob- 
served in the submandibular triangle, slightly 
to the right of the midline. There wes no 
trismus, and the lymph nodes were not in- 
volved. 

Routine examination gave essentially nega- 
tive results. The value for hemoglobin was 
94 per cent. A blood cell count revealed 
4,700,000 erythrocytes and 7,200 leukocytes 


’ per cubic millimeter, with 45 per cent neu- 


trophils and 11 per cent eosinophils. Roent- 
genograms revealed the third tooth to be the 
only one remaining. No sequestrums were 
observed. 

Treatment: An incision was made, and thick 
yellow pus was discharged. Penicillin in large 
doses, amounting to 1,500,000 international 
units daily for nine days, was administered. 
This treatment was discontinued on account 
of suspected allergic reactions, and Chloro- 
mycetin was administered in doses amounting 
to 5 Gm. daily for four days. The remaining 
third tooth was extracted. 

Bacteriologic Observations: Microscopically, 
the pus revealed gram-positive mycelias sug- 
gestive of actinomyces. Culture yielded a 
few colonies of actinomyces, as well as some 
colonies of various anaerobic gram-positive 
rods. 

Outcome: The swelling subsided rapidly 
under this treatment, and the patient was 
discharged feeling well. 


CASE 3.—History and Examination: A man 
aged 33 sought medical advice for a swelling 
in the right cheek, which had appeared eight- 
een days prior to admission. Immediately 
after the onset he had consulted a dentist, 
who opened the root canal for the sixth tooth. 
After this treatment the patient complained 
of pain; this gradually subsided, but the 
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swelling persisted. Penicillin was given rou- 
tinely, 10 tablets in all. Gradually the skin 
became involved and attached to the tumor, 
and became reddish. Apart from this, the 
patient’s health remained good. 

On admission a firm nontender swelling the 
size of a hen’s egg was present in the right 
cheek. It was located in the vestibulum, and 
a firm string could be palpated from the swell- 
ing to the area of the sixth tooth. The mucous 
membrane was not involved, though there was 
slirht involvement of the skin, which was 
discolored (reddish). There was no trismus. 

Routine tests gave essentially negative re- 
sults. The hemoglobin level was 93 per cent. 
There were 4,700,000 erythrocytes and 7,800 
leukocytes per cubic millimeter of blood, with 
74 per cent neutrophils, 2 per cent eosinophils, 
14 per cent lymphocytes and 10 per cent 
monocytes. A roentgenogram (Fig. 2) re- 
vealed a destructive process the size of a bean 
around the apex of the root of the sixth lower 
tooth. A biopsy specimen was obtained by a 
punch through the skin with a long needle, 
which was given a long path. 

Bacteriologic Observations: Some “sulphur 
granules” were present in the pus. Gram- 
positive threads were demonstrated micro- 
scopically. Culture revealed numerous colonies 
of A. Israeli. 

Treatment: Intramuscular penicillin in doses 
amounting to 1,500,000 international units, 
was administered at once. Immediately after 
the fourth injection the patient collapsed, 
complaining of a strange taste in the mouth. 
Penicillin was immediately discontinued and 
replaced by Chloromycetin in doses amounting 
to 5 Gm. daily. Blood tests were made at 
intervals of three days. During treatment 
with Chloromycetin the value for hemoglobin 
fell to 77 per cent and the leukocyte count to 
5,300 per cubic millimeter. The treatment 
was therefore interrupted for a few days, 
during which the hemoglobin level rose to 85 
per cent and the leukocyte count to 6,900 per 
cubic millimeter. Chloromycetin therapy was 
resumed and continued for one week. 

Outcome: Within two weeks the mass sub- 
sided and the patient was discharged, feeling 
well. Bacteriologic examination revealed no 
actinomyces in the cultures at the time of 
discharge. 

Follow-Up: Examination one year. later 
revealed no evidence of recurrence, and the 
patient was feeling perfectly well. 
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Fig. 2 (Case 3).—Roentgenogram of destructive 
processes around apices of roots of decayed molar 
tooth in patient with “classic” actinomycosis. 


CASE 4.*—A swelling developed in the cheek 
of a woman aged 21 after removal of an upper 
wisdom tooth (No. 8). Some remnants of the 
tooth had to be removed from the alveolus 
after the extraction. The mass was stone-hard, 
and there was moderate trismus. The swelling 
increased and became brownish, later show- 
ing a blue discoloration at the apex, where 
fluctuation was palpable. The lymph nodes 
were not affected, and a roentgenogram re- 
vealed no osseous foci. Bacteriologic study 
revealed microscopic gram-positive threads, 
and culture yielded Actinobacillus actino- 
mycetem comitans. Penicillin in doses amount- 
ing to 500,000 international units daily was 
given for five days, and for the next ten days 
1,500,000 international units was given daily. 
The swelling subsided rapidly and the patient 
was discharged, feeling well. One year later 
there was no evidence of recurrence. 


CASE 5.—History and Examination: A man 
aged 36 sought medical advice for pain and 
swelling in the left lower molar region, with 
trismus. At the age of 8 years he had had a 
swelling in the same area, which perforated 
spontaneously. He had no remembrance of 
a surgical procedure in connection with this. 
At the age of 25 he had been treated for 
similar symptoms in the same region. An 
incision was made in the vestibulum, and a 
tooth (No. 6) extracted, after which the symp- 





*This case has been reported in an earlier “publication 
(Hertz, J.: J. Internat. Coll. Surgeons 28:544, Case 2). 
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toms subsided. Three months prior to the 
present admission pain and swelling reap- 
peared in the area, for which he was treated 


154 
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Fig. 3 (Case 5).—A, roentgenogram of destruc- 
tive processes around apices of roots of decayed 
lower molar tooth in patient with “classic” ac- 
tinomycosis. B, mass consisting of firm parts 
alternating with softer ones, developing at left 
mandibular angle. C, roentgenogram of socket 
from which lower molar tooth was removed. 
Small sequestra are visible. 





with heat and later with a vestibular incision 
in the region of the seventh tooth. 

A roentgenogram (Fig. 3A) showed radio- 
lucent areas, each the size of a bean, grouped 
around the roots of a lower molar tooth (No. 
7). Culture revealed bacterioides, as well as 
a moderate number of anaerobic streptococci. 
The pain and swelling subsided. 

Ten days prior to admission the condition 
recurred. A mass developed, corresponding to 
the left mandibular angle, with pain and pro- 
nounced trismus. Heat therapy was given, 
and two teeth, Nos. 7 and 5, were extracted; 
nevertheless, the condition progressed. Other- 
wise the patient felt well. On admission an ir- 


regular, well-demarcated mass slightly larger 
than a walnut was observed at the left man- 
dibular angle, extending upward to the middle 


of the masseter muscle (Fig. 3B). There was 
slight reddish-gray discoloration of the skin in 
a nickel-sized area, in which the skin was ad- 
herent to the middle of the mass. The swell- 
ing, which also was attached to the underlying 
tissues, varied in consistency, firm parts alter- 
nating with softer ones, some even giving the 
impression of fluctuation. A firm, broad 
string was palpable, leading from the anterior 


Fig. 4 (Case 5).—Granulation tissue from socket 
from which lower molar tooth was removed 
(x 90). 
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part of the mass under the vestibulum, in 
which a slight protrusion was visible, to the 
lower jaw in the area of the extracted teeth. 
The majority of the remaining teeth were 
deeply decayed. The lymph nodes were not 
involved. 

Routine tests gave essentially negative 
results. The hemoglobin level was 110 per 
cent and the sedimentation rate 14 mm. per 
hour. A roentgenogram (Fig. 3C) revealed 
that the socket left by the extraction of tooth 
No. 7 had not healed and that it contained 
several small sequestra. 

Bacteriologic Observation: No “sulphur” 
granules” were demonstrable in the pus. 
Microscopic study revealed gram-positive rods 
and short threads resembling actinomyces 
(Fig. 4). No growth of actinomycetes was 
obtained on culture, though growths of anaer- 
obic gram-positive rods (presumably micro- 
organisms of the actinomycetes group), as 
well as of three different anaerobic gram- 
negative rods and anaerobic streptococci, were 
obtained. 

Treatment: Penicillin was administered in 
doses amounting to 1,500,000 international 
units daily. After fourteen days of treatment 
the wound was healed; the size of the mass 
was greatly reduced, and there was no sign 
of trismus. The hemoglobin level was 100 
per cent and the sedimentation rate 1 mm. per 
hour. 

Operation was performed (by myself), 
through an incision that formed an orally 
based flap, over the left lower alveolar process, 
from the area of the wisdom tooth to that of 
tooth No. 5. The sockets from which No. 7 
had been removed were visualized, with the 
adjacent bone and granulation tissue, and 
minor sequestra were observed and removed. 
The sockets were thoroughly cleansed, and 
the intra-alveolar septum, which was partly 
necrotic in the buccal portion, was cut and 
removed. The wound was closed. Treatment 
with large doses of penicillin was continued. 

Pathologic Picture: The specimen con- 
sisted of granulation tissue with inflammation 
of lymphocytes as well as leukocytes. Some 
tendency toward necrosis was _ observed. 
Microscopically no threads of actinomyces 
could be demonstrated. Culture yielded no 
actinomyces, but aerobic cultures produced 
streptococci and gram-negative cocci (Fig. 3). 

Follow-Up: Examination six months later 
revealed no evidence of a recurrence. 
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COMMENT 


In the first case, in which the actino- 
mycetes in all probability invaded the 
organism through the cyst in the lower 
jaw, the trigger for the onset of the con- 
dition may have been the vigorous man- 
dibular trauma in the neighborhood of this 
cyst. The lesion began its development 
three months after the trauma, with for- 
mation of an abscess and trismus as the 
most remarkable features. Operation, 
in the form of an incision, gave relief but 
did not bring about cure; the abscess sub- 
sided, but the trismus persisted. When 
a swelling developed at the mandibular 
angle, the presence of actinomycetes as 
well as of anaerobic gram-negative rods 
(bacterioides) was easily confirmed by 
means of a punch biopsy, and the condition 
was mycologically established as “‘typical’”’ 
actinomycosis (Israeli). 

The case also lucidly demonstrates that 
penicillin given in adequate doses was able 
to bring about cure; the doses required, 
however, were large, as treatment was 
instituted only at a late stage. Further, 
it was clearly demonstrated that biopsy 
was insufficient, as no characteristic his- 
topathologic features were observable. 
The same was seen as far as the diagnosis 
was concerned, even at a subsequent opera- 
tion with removal of the cyst. 

The second case is an instance of 
actinomycosis that developed as a firm, 
nontender swelling a short time after 
removal of a number of teeth. Mycologi- 
cally it was classified as “typical” actino- 
mycosis (Israeli), since actinomycetes as 
well as gram-positive anaerobic rods were 
observed. The course was subacute, and 
the actinomycetes had probably invaded 
the organism through one or more of the 
alveoli from which the teeth had been re- 
moved. The trauma caused by the ex- 
traction may also have served as a start- 
ing point for the onset of the lesion. Cure 
was brought about by means of a surgical 
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incision, supported by large doses of peni- 
cillin and followed by treatment with 
Chloromycetin. Previous routine treat- 
ment with penicillin in conventional doses 
had proved insufficient. 


The third case illustrates the manner 
in which an inflammatory process occurred 
and a lesion resembling actinomycosis 
developed in eighteen days. Diagnosis 
was confirmed by bacteriologic examina- 
tion, which revealed threads resembling 
actinomycetes and the growth of a pure 
culture of ray fungi, which could be classi- 
fied as “typical” actinomyces (Israeli). 
The infection may have invaded the organ- 
ism through the sixth tooth. The case 
further illustrates the failure of routine 
treatment with penicillin to bring about 
cure. Cure was, however, obtained by 
treatment with four large doses of penicil- 
lin followed by Chloromycetin in large 
doses. 
be terminated on account of suspected 
allergic reactions. 

The fourth case also illustrates the 
classic mycologic form of actinomycosis, 
which produced in a few days a firm swell- 
ing in the cheek and moderate trismus in 
a 21-year-old woman after extraction of 
an upper wisdom tooth. The alveolus from 
which the wisdom tooth had been removed 
was considered the probable route of in- 
vasion. It was possible to establish the 
decisive diagnosis only by means of 
bacteriologic cultures, which revealed the 
presence of actinomycetem comitans but 
failed to demonstrate the ray fungus, in 
all probability because the treatment with 
large doses of penicillin was instituted 
two days prior to the biopsy, from which 
material for bacteriologic examination was 
obtained and the actinomycetes therefore 
killed. The lesion responded promptly 
and favorably to treatment with large 
doses of penicillin, and there was no evi- 
dence of a recurrence during a follow-up 
period of three years. 


Treatment with penicillin had to — 
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The fifth case illustrates the “classic” 
form of actinomycosis in an instance of 
remarkably long duration. It developed 
in a 36-year-old man who, on two previous 
occasions, had had similiar symptoms in 
the same place in which the lesion de- 
veloped. An alveolus from which a lower 
molar tooth had to be removed was con- 
sidered the probable route of invasion. 
The decisive diagnosis was established by 
mycologic culture, as anaerobic gram- 
positive rods, presumably of the actino- 
myces group, were observed as well as 
anaerobic streptococci and anaerobic 
gram-negative rods; mycologically the 
lesion belonged to Group IV in Per Holm’s 
classification. It yielded to treatment with 
large doses of penicillin supported by 
surgical removal of several minor se- 
questra. 

In all 5 cases the lesion presented itself 
as an enlarging swelling, in 1 instance 
(Case 1) preceded by pronounced trismus 
of five months’ duration and in 2 other 
cases (Cases 4 and 5) accompanied by 
trismus. The mass was nontender except 
in 1 case (Case 5), in which the patient 
also had pain. In this case the disease 
had a remarkably long duration, as symp- 
toms had been noticed twenty-eight and 
eleven years prior to those for which the 
patient sought medical advice. In the 
other cases the condition had been present 
a remarkably short while—one week, 
three days and ‘‘a few days” respectively. 
The string frequently described in the 
“classic” literature as leading to the orig- 
inal focus could be palpated in 3 of the 
cases (Cases 1, 3 and 5). In all the cases 
the lesion developed into an abscess, from 
which discharge for mycologic examina- 
tion could be obtained. Roentgenographi- 
cally, osseous foci were demonstrated in 
all but 1 case (Case 4). In 3 of the cases 
trauma was reported, which may have 
acted as an initiating factor in the develop- 
ment of the lesion. In 1 case (Case 1) the 
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patient had had a blow on the jaw three 
months before the onset of the condition; 
in 2 other instances (Cases 2 and 4) dental 
extraction preceded the onset. A cystic 
process in 1 case (Case 1) was taken to 
be the probable route of invasion for the 
condition, while in the remaining 3 cases, 
the alveoli from which teeth had been re- 
moved were held responsible. 

In all the cases a favorable response to 
antibiotics in large doses was obtained; 
in 2 cases (Cases 2 and 3) it was necessary 
to employ Chloromycetin in the treatment 
on account of suspected allergy to peni- 
cillin. In the other cases penicillin was 
employed as the only remedy. In 1 case 
(Case 5) the bone foci were evacuated 
surgically before termination of the treat- 
ment with penicillin. 

Four cases of the “actinomycosis-like 
lesion” described by Eiken, Mortens and 
Glahn, which present peculiar clinical 
features, should also be reported. These 
cases illustrate clinical features caused by 
mycologically “atypical” actinomycetes of 
Groups III and IV (Per Holm). 


CASE 6.—History and Examination: A man 
aged 77, previously in good health, sought 
medical care for a swelling in the right cheek, 
which had appeared one month prior to ad- 
mission and was growing slowly and steadily. 
There had been no pain, and otherwise the 
patient felt well. 

On admission the swelling in the right 
cheek was the size of a hen’s egg. It was 
soft and not tender, but no fluctuation could 
be palpated. The lymph nodes were not af- 
fected. There was no trismus. Routine ex- 
amination gave essentially negative results. 
The hemoglobin level was 60 per cent and the 
sedimentation rate 24 mm. per hour. A punch 
biopsy specimen was taken. 

Bacteriologic Observations: Microscopic 
study revealed no thread of actinomyces but 
did reveal mixed flora consisting of anaerobic 
zram-positive rods, presumably of the actino- 
myces group; anaerobic streptococci, cunei- 
form as well as anaerobic gram-negative fusi- 
form rods, and some gram-positive anaerobic 
‘occi. 
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Pathologic Picture: The specimen consisted 
of granulation tissue with slight necrosis, 
edema and inflammatory infiltration (even the 
possibility of a myxomatous tumor had been 
considered). There were no signs of malig- 
nancy and no characteristics indicating a spe- 
cific inflammatory condition. 

Treatment: Penicillin in doses amounting to 
2,000,000 international units daily was ad- 
ministered. The swelling subsided in thirteen 
days, and the treatment was discontinued. 

Outcome: The patient was discharged, feel- 
ing well. No follow-up examination was pos- 
sible, the patient having died of an inter- 
current disease (cerebral hemorrhage). 


CASE 7.—History and Examination: A 
youth aged 19, previously in good health, 
sought dental advice for treatment of the 
teeth in the front region of the lower jaw. The 
symptoms, which were ascribed to trauma four 
years earlier, started approximately one year 
prior to admission and consisted chiefly of 
pain. This subsided under routine penicillin 
therapy but recurred six months later, with 
swelling. Root canal treatment was instituted. 
The swelling persisted, however, and tooth 
No. 2 was extracted; it was extremely loose, 
and pus was discharged through the alveolus. 
The swelling disappeared with routine penicil- 
lin treatment after this procedure, but it re- 
curred only a week later. 

On admission a moderate swelling the size 
of a prune was present in the frontal region 
of the lower vestibulum. It was soft and 
slightly tender, with fluctuation at the center. 
The skin was not involved. There was slight 
swelling of a lymph node in the left sub- 
mandibular triangle. 

Routine examination gave essentially nega- 
tive results. The value for hemoglobin was 
90 per cent and the sedimentation rate 10 mm. 
per hour. A roentgenogram (Fig. 5A) re- 
vealed a well-defined, roundish radiolucent 
area the size of a hazelnut in the front of the 
lower jaw. It had no connection with the 
slightly enlarged periodontal spaces of the 
front teeth. 

Biopsy was performed, and thick yellow pus 
was obtained. An incision was made and a 
biopsy specimen taken from the wall of the 
cavity, which extended, deep into the bone 
below the roots of the remaining teeth, to the 
lingual side of the mandible. 

Bacteriologic Observations: “Sulphur gran- 
ules” could not be demonstrated in the pus. 
Microscopic examination revealed no threads 
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TABLE 2.—Summary of D 





Bactcriologic Data 





Classifi- 
cation 


Microscopic 
Picture 


Culture 


Onset 


Duration 


Previous 
Routine Treat- 
ment with 
Penicillin 


Symptoms 





37 


Classic 
form 
(Israeli) 


Classic 
form 
(Israeli) 


Classic 
form 
(Israeli) 


Group I 
or II 


Group IV 
Classic 
form 


Atypical 
form 
Group III 


Atypical 
form, 
Group III 


Atypical 
form, 
Group III 


Gram- 
positive 
threads 


Gram- 
positive 
threads 


“Sulphur 
grains”; 
gram- 
positive 
threads 


Gram- 
positive 
threads 


Threads 
resem- 
bling ac- 
tinomy- 
cetes 


No 
threads 
of acti- 
nomyces 


No 
threads 
of acti- 
nomyces 


No 
threads 
of acti- 
nomyces 


Actinomyces 
Israeli, and 
gram-negative 
rods 


Few colonies of 
actinomyces and 
gram-positive 
anaerobic rods 


Numerous 
colonies of 
actinomyces 
Israeli 


Actinobacillus; 
actinomycetem 
comitans 


Anaerobic gram- 
positive rods, 
presumably 
actinomyces; 
anaerobic 
streptococci; 
anaerobic gram- 
negative rods 


Anaerobic gram- 
positive rods, 
presumably 
actinomyces; 
anaerobic fusi- 
form rods 


Anaerobic gram- 
positive rods, 
presumably 
actinomyces; 
anaerobic 
streptococci 


Anaerobic gram- 
positive rods, 
presumably 
actinomyces; 
anaerobic 
streptococci 
gram-positive 
rods 


3 months 
after 
trauma 


One week 
after tooth 
extraction 


Spontaneous 


After ex- 
traction of 
wisdom 
tooth 


Spontaneous 


Spontaneous 


Spon- 
taneous; 
trauma four 
years 
earlier 


Spontaneous 


5 months 


One week 


18 days 


A few days 


Three 
months 
with re- 
mission; 
similar 
lesion in 
same place 
11 and 28 
years 
earlier 


One month 


One year 


One month 


Pronounced tri=mus; 
later, swelling «it 
mandibular angle; 
firm infiltration along 
masseter muscl 


Firm swelling in sub- 
mandibular triangle 


Firm swelling in 
cheek; firm string 
from suspected pri- 
mary focus 


Firm tumor-like 
swelling in the cheek 
fluctuant on the top. 
Trismus 


Pain and swelling in 
cheek corresponding 
to lower left mandibu- 
lar region; firm parts 
alternating with 
softer ones; trismus; 
sedimentation rate 
14 mm./hr. 


Soft, tender swelling 
in cheek, limited to 

soft tissues; sedimen- 
tation rate 24 mm./hr. 


Pain and fluctuant 
swelling in the ves- 
tibulum; sedimenta- 
tion rate 10 mm./ht. 


Pain and fluctuant 
swelling on basis of 
mandible, extending 
into floor of the 
mouth; trismus 
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Eleven Cases of Actinomycosis 





Radiogram 


Treatment 


Outcome 


Final Outcome 


Pathologic 
Picture 
Pathology 


Clinical 
Classifi- 
cation 





Well-defined roundish 
radiolucent area in 
the area 


No sequestra 
remaining 


Destructive process 
around the root 
of the 6 


No osseous foci 


Badly healed socket 
containing small 
sequestra 


Well-defined cystic 
area in front of 
lower jaw, extend- 
Ing under teeth 


Dest -uctive process 
around the roots 

of 7, slightly 

atta: hed to bone 


Penicillin amount- 
ing to 2,000,000 
IU daily for 2 
months; subse- 
quent radical 
operation 


Incision; Penicil- 
lin 1,500,000 IU 
daily for 9 days, 
followed by 
chloromycetin 
for 3 days 

in doses of 

5 Gm. daily; 
removal of 3 


Penicillin for 4 
days; subsequent 
chloromycetin, 

5 Gm. daily 


Penicillin in 
large doses 


Penicillin, 
1,500,000 IU 
daily; Surgery 


Penicillin, 
2,000,000 IU 
daily 


Incision; later, 
more extensive 
operation, with 
removal of cystic 
process in 

lower jaw 


Penicillin, 
1,500,000 IU 
daily; removal 
of the 7 


Cured 
(sedimenta- 
tion rate 

3 mm./hr.) 


Cured 


Cured 
(sedimenta- 
tion rate 

1 mm./hr.) 


No recurrence 
after two years 


No recurrence 
after 1 year 


No recurrence 
after 1 year 


Operated upon 
recently 


Died of intercur- 
rent disease 
(without evidence 
of recurrence 1 
year after treat- 
ment) 


No recurrence 
after 3 months; 
sedimentation 
rate, 6 mm./hr. 


No recurrence 
after 1 year 


Cystic wall, 


with inflamma- 


tion 


Granulation 
tissue with 
necrosis 


Granulation 
tissue; occa- 
sional giant 
cells 


Granulation 
tissue 


Classic 


Classic 


Classic 


Classic 


Atypical 


Atypical 


Atypical 


(Continued on next page) 
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TABLE 2 (Continued).—Summary of Da 





Bacteriologic Data 





Microscopic 
Picture 


Classifi- 


cation Culture 


Previous 
Routine Treat- 
ment with 
Penicillin 


Symptoms 


Onset Duration 





= | Patient 


Anaerobic 
gram-positive 
rods, presum- 
ably actino- 
myces; B. coli; 
anaerobic cocci 


Gram- 
positive 
rods, 
cocci and 
gram- 
negative 
rods 


No 
threads 
of acti- 
nomyces 


Atypical 
form, 
Group IV 


Atypical 
form, 
group 
impos- 
sible to 
estab- 
lish 


Atypical 
form, 
Group III 


No 
threads 
of acti- 
nomyces 


positive rods; 
anaerobic 
streptococci 


Anaerobic gram- 
positive rods, 
presumably 
actinomyces; 
gram-negative 
cocci rods 


Anaerobic gram- 


Fluctuant swelli: 
the cheek; sedim 
tion rate 21 mm. 


Spontaneous Some weeks 


Spontaneous Two weeks 
firmly attached to 


bone 


7 months 8 months +  Tumor-like firm, 
after ex- 
traction of 
wisdom 


tooth 


firmly attached to 
bone 





of actinomyces. No growth of A. Israeli ap- 
peared on culture, but small anaerobic gram- 
positive rods (probably of the actinomyces 
group) were observed, as well as anaerobic 
and aerobic streptococci and two different 
gram-negative rods. 

Treatment: Penicillin was administered in 
doses amounting to 1,500,000 international 
units on the day prior to operation as well as 
on the next day, immediately prior to sur- 
gical intervention. Operation was performed 
(by myself) through a curved incision, by 
which a mucoperiosteal flap was formed. The 
perforation in the frontal mandibular area was 
widened with a chisel and forceps. The cavity 
in the bone was filled with a firm mass, which 
was isolated bluntly as well as sharply and 
removed. Parts resembling a cystic mem- 
brane were observed and removed. The cavity 
extended underneath the front teeth to the 
lingual side of the bone; no perforation, how- 
ever, could be discovered. Posteriorly an ex- 
cavation was present, with small parts of tis- 
sue firmly attached to the bone; a vigorous 
hemorrhage occurred when this tissue was 
removed, for which reason gelfoam was in- 
serted in the cavity. The root canals of teeth 
No. 1 and 2 were filled with Chloroperca. Scar- 
like tissue was removed from the inside of the 
mucoperiosteal flap and the wound was su- 


tured. Closure was difficult, owing to the 
shortening of the mucoperiosteal flap. Penicil- 
lin was given postoperatively in doses amount- 
ing to 1,500,000 international units daily. 

Pathologic Picture: Histologic study re- 
vealed granulation tissue with edema and 
vigorous inflammatory infiltration, with occa- 
sional giant cells. There was no evidence of 
malignancy or of a specific inflammatory con- 
dition. 

Outcome: The patient was discharged, feel- 
ing well. 

Follow-Up: Three months after the opera- 
tion the patient was feeling well, with no 
evidence of recurrence. A _ roentgenogram 
(Fig. 5B) indicated good healing, with bone 
tissue in the former cavity. The value for 
hemoglobin was 90 per cent and the sedimen- 
tation rate 5 mm. per hour. 

CASE 8.—History and Examination: A 
woman aged 23 sought medical advice one 
month prior to admission because of neuralgic 
pain in the region of tooth No. 7. In the course 
of three weeks a swelling developed at the 
right mandibular angle. Tooth No. 6 had been 
removed fifteen years earlier, because of an 
extraoral fistula, which disappeared after the 
extraction. Otherwise the patient was well. 

On admission a slightly tender swelling the 
size of a prune was observed on the mandible, 





Tumor-like firm inass, 


slightly tender mass, 
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Eleven Cases of Actinomycosis 





Pathologic Clinical 
Picture Classifi- 


Radiogram Treatment Final Outcome Pathology cation 





No recurrence Atypical 


Incision; penicil- 
after 5 months 


lin 1,500,000 IU 
daily for 4 days; 
removal of the 5 


Remaining roots 
with destructive 
process around apex 


2 mass No osseous foci Penicillin, No recurrence * Inflammatory John Hertz 
fio 1,500,000 IU after 1 year infiltration form 
daily (leukocytes) 


No recurrence Granulation John Hertz 


Radical surgical Recurrence 
after 6 years tissue form 


removal after 4 
months; pen- 
icillin in 
large doses 


n No osseous foci 
’ 


mass, 
| to 





we PrwT wa wa 


just in front of the right mandibular angle 
(Fig. 6A); this was slightly attached to the 
bone but was movable. It was comparatively 
firm, but palpation revealed no fluctuation at 
its apex. Extending deep into the floor of the 
mouth from the inside of the mandible a firm, 
nontender area of infiltration could be pal- 
pated. Slight trismus was present. There 
was no involvement of the lymph nodes. A 


roentgenogram revealed lower tooth No. 7 to 
be deeply decayed, with an area of destruction 
the size of a bean around the roots (Fig. 6B). 
Routine tests gave essentially negative results. 
The hemoglobin level was 100 per cent and 
the sedimentation rate 20 mm. per hour. An 
incision was made through the skin, and 
a scanty amount of pus was discharged. A 
biopsy specimen was taken. 


Fig. 5 (Case 7).—A, roentgenogram of large cystic process 
in lower jaw, containing actinomyces. B, same process three 
months after operation supported by large doses of peni- 


cillin. Progress of osseous healing is remarkable. 
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Fig. 6 (Case 8).—A, swelling developing at man- 

dibular angle. 8B, roentgenogram of roots of 

decayed lower molar tooth in patient with “atypi- 
cal” actinomycosis. 


Bacteriologic Observations: Microscopic 
study revealed no granules and no actinomy- 
cetes. Culture yielded an anaerobic gram- 
positive rod, presumably a microbe of the 
actinomyces group, as well as two different 
anaerobic streptococci and two different anae- 
robic gram-negative rods. 

Pathologic Picture: The specimen consisted 
of granulation tissue, with no _ specifically 
characteristic features. 

Treatment: Penicillin was administered in 
doses amounting to 1,200,000 international 
units daily. The seventh tooth was extracted. 

Outcome: The infiltration disappeared rap- 
idly, and the patient was discharged, feeling 
well. 

Follow-Up: One year after the treatment 
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the patient was still well with no evidence of 
recurrence. 


CASE 9.—History and Examination: A 
woman aged 30, formerly in good health, 
sought medical advice for a slow-growing 
swelling in the left cheek, in the region of the 
fourth to the sixth tooth. There was no pain, 
and no other symptoms were present. On ad- 
mission the mass was present as described. 
It was soft and fluctuant but not tender. There 
was no trismus. Routine tests gave essentially 
negative results, except that the patient was 
pregnant. The hemoglobin level was 82 per 
cent and the sedimentation rate 21 mm. per 
hour. A roentgenogram revealed a remaining 
root at the site of the fifth tooth, with a 
radiolucent area around the apex. A minor 
radiolucent area was also observed at the root 
of the fourth tooth (Fig. 7). 

Treatment: An incision was made, and an 
abundance of grayish-yellow pus was dis- 
charged. Penicillin was given in doses amount- 
ing to 1,500,000 international units daily, and 
the fifth tooth was extracted. On the fourth 


_ day an allergic exanthema developed on the 


arm, and penicillin therapy was discontinued. 
Treatment with Chloromycetin was not em- 
ployed, because of the pregnancy. 

Bacteriologic Observations: Examination of 
the pus revealed no “sulphur granules.” Micro- 
scopic examination revealed no threads of ac- 
tinomyces. Slender gram-positive rods, as 
well as gram-positive cocci and gram-negative 
rods, were observed. The mixed flora con- 
sisted of anaerobic slender gram-positive rods, 
presumably of the actinomyces group, anae- 
robic streptococci, various anaerobic gram- 
negative rods and B. coli. 


Fig. 7 (Case 9).—Roentgenogram of destructive 

processes around apices of roots of two upper 

premolar teeth, primarily No. 5, in patient with 
“atypical” actinomycosis. 





cma - 


— ww 
‘i. 


ry eM aS eS oS 


VOL. 34, NO. 2 


Outcome: The patient was discharged, feel- 
ing well. The swelling had disappeared com- 


pletely. 
Follow-Up: Five months later there was no 
evidence of recurrence. 


COMMENT 


Case 6 illustrates the way in which 
a swelling, which gave the impression of 
being a fast-growing, soft tumor, de- 
veloped spontaneously in the cheek. No 
bone foci were suspected, as the lesion was 
limited to the soft tissues. The case also 
reveals the manner in which a biopsy, 
with microscopic examination of the tis- 
sue, failed to demonstrate any typical 
features allowing the establishment of any 
diagnosis. The picture was difficult to 
interpret, and a myxomatous tumor was 
suspected. Diagnosis was, however, ob- 
tained by bacteriologic examination by 
which anaerobic gram-positive rods, pre- 
sumably of the actinomyces group, were 
detected, together with anaerobic strep- 
tococci and other microorganisms, and the 
condition was established as “atypical” 
actinomycosis belonging to Group III in 
Per Holm’s classification. Cure was 
brought about by treatment with large 
doses of penicillin. 

In Case 7, actinomycosis of six months’ 
standing presented itself as a well-defined 
cystic process in the front part of the 
lower jaw. Invasion had probably taken 
place through one of the teeth in this 
region, presumably No. 2, which had been 
removed. The case also illustrates the 
failure of microscopic examination to 
establish a decisive diagnosis, which 
could be obtained only by bacteriologic 
examination, including culture. On this 
basis the condition was demonstrated to 
be actinomycosis of Group III in Per 
Holm’s classification, as the presence of 
gram-positive anaerobic rods, presumably 
of the actinomycosis group, as well as 
anaerobic streptococci and other micro- 
organisms, was established. Cure was 


HERTZ: ACTINOMYCOSIS 


brought about by a radical surgical proce- 
dure supported by penicillin in large doses. 
Previous treatment with penicillin in con- 
ventional doses had failed to cure the 
patient. The etiologic significance of 
trauma occurring four years prior to the 
onset of the condition, considered as the 
starting point, may be suggested but seems 
extremely doubtful; the possibility cannot, 
on the other hand, be excluded with cer- 
tainty, as the lesion had presumably ex- 
isted for a considerable length of time 
when it was first noticed. 

In Case 8 a firm swelling, slightly at- 
tached to the lower jaw and extending 
deep into the floor of the mouth, developed 
in a 23-year-old woman in the course of 
one month. Bacteriologic examination 
established the diagnosis of atypical ac- 
tinomycosis, as anaerobic gram-positive 
rods, presumably of the actinomyces 
group, as well as anaerobic streptococci 
and other microorganisms, were observed. 
A deeply decayed tooth with destructive 
processes on the apex of the roots was 
taken to be the probable route of invasion. 
An incision was made, and cure was 
brought about by treatment with large 
doses of penicillin, supported by removal 
of the decayed tooth. 

In Case 9 a mixed bacterial flora which 
was mycologically demonstrated to rep- 
resent an. “atypical” actinomycosis and 
belonged to Group IV in Per Holm’s classi- 
fication, as anaerobic gram-positive rods 
and anaerobic streptoccoci were present, 
had caused a slow-growing swelling to de- 
velop. Invasion by the actinomycetes had 
probably taken place through the root of a 
tooth with a chronic inflammatory process 
around the apex. Incision, supported by 
large doses of penicillin, brought about 
cure in a few days, As reactions occurred 
that were suspected to be allergic, the 
treatment with penicillin had to be termi- 
nated. No other treatment was instituted, 
on account of the pregnancy. The pa- 
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tient was, however, feeling well at dis- 
charge and presented no clinical symp- 
toms. 

As will be seen, one is again faced with 
the most widely different clinical pictures. 
Each patient presented a nontender or 
slightly tender swelling, which in 1 case 
(Case 7) proved to depend upon the for- 
mation of a large cyst in the front part 
of the lower jaw. In 2 cases osseous foci 
could be demonstrated on the radiogram, 
but in 1 instance (Case 6) an osseous focus 
was not even suspected. The duration of 
the condition varied from weeks to 
months. The significance of trauma four 
years earlier as the starting point in 1 
case (Case 7) seems doubtful, but on the 
other hand cannot be ruled out with cer- 
tainty, as the condition had probably 
been present for a long time before it was 
first noticed and medical advice was 
sought. 


6 and 9) no preceding trauma was re- 
ported; a possible portal of entry for the 
infection was the root canals of the teeth 
except in 1 case (Case 6), in which it was 
impossible to establish the route of in- 


vasion. Penicillin in large doses brought 
about cure in 2 of the cases (Cases 6 and 
7); in 1 case (Case 7) the treatment was 
supported by adequate surgical interven- 
tion. 

Two cases are here reported of the 
clinical tumorlike form described by my- 
self. They illustrate clinical symptoms 
caused by actinomyces, which in 1 case 
belongs to Group III of Per Holm’s classi- 
fication. In the other case it proved im- 
possible to make any definite statement 
concerning the classification of the micro- 
organisms. 

CASE 10.—History and Examination: A 
woman aged 72, formerly in good health, was 
to undergo a plastic operation on the floor of 
the mouth for atrophy of the lower jaw, which 
had been edematous for twenty years. Two 


weeks before the scheduled operation a swell- 
ing developed on the right side of the lower 


In the remaining 2 cases (Cases 
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jaw. It was painless but grew slowly and 
steadily. Otherwise the patient felt well. On 
admission a nontender mass the size of a wal- 
nut was observed at the base of the right 
lower jaw in the region of the canine tooth. 
It was firm and firmly attached to the bone, 
extending to the submandibular triangle. The 
skin was slightly involved, warm and pale red. 
There was no trismus. A roentgenogram re- 
vealed no osseous foci. Routine tests gave 
essentially negative results. A punch biopsy 
specimen was obtained by means of a rotating 
bur, the needle being given a long path. 

Bacteriologic Observations: Microscopic 
study revealed no threads, and culture yielded 
no growth of actinomycetes. The mixed flora 
consisted mainly of streptococci, gram-posi- 
tive rods and small anaerobic gram-negative 
rods. Gram-negative cocci were also present. 

Treatment: Penicillin in doses amounting to 
1,500,000 international units was given im- 
mediately. 

Outcome: The tumor subsided in two weeks, 
and treatment was discontinued. 

Follow-Up: One year after treatment there 
was no evidence of recurrence. The value for 
hemoglobin was 80 per cent and the sedimen- 
tation rate 47 mm. per hour. 


CASE 11*.—A woman aged 27 had a firm 
mass on the lower jaw, which developed four 
months after removal of a lower wisdom tooth. 
After the extraction the patient was ill, with 
a temperature of 102 F, and was treated 
routinely with penicillin in moderate doses. 
Four months later the tumor was surgically 
removed, but no decisive diagnosis could be 
made, as the overall histologic pattern re- 
vealed only uncharacteristic granulation tis- 
sue. The operation failed to bring about cure, 
and the lesion promptly recurred. The tumor, 
when first seen by me, had reached the size 
of a prune. It was firm, slightly tender and 
slightly attached to the bone. The lymph 
nodes were not involved, and the roentgeno- 
gram revealed no osseous foci. The hemo- 
globin level was 78 per cent and the sedimen- 
tation rate 7 mm. per hour. A punch biopsy 
was performed. Bacteriologic study estab- 
lished the diagnosis, as culture yielded anae- 
robic gram-positive rods, presumably of the 
actinomycetes group, as well as anaerobic 
gram-negative rods. The lesion subsided 
rapidly under penicillin in large doses and did 





*This case has been reported (Hertz, J.: Acta path. & 


microbiol. 36:207, 1955). 
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not return during a follow-up period of seven 
years. The hemoglobin level was 98 per cent 
and the sedimentation rate 3 mm. per hour. 


Follow-Up: Seven years after treatment 
there was no evidence of recurrence. 


COMMENT 


These 2 cases illustrate features of the 
clinical form of actinomycosis described 
by myself. In 1 case (Case 10) a mass 
developed, which was firm, tumor-like and 
firmly attached to the bone. No osseous 
foci, however, were demonstrable. Biopsy 
revealed no typical features on micro- 
scopic examination, and consequently no 
diagnosis could be established histologi- 
cally. Bacteriologic examination estab- 
lished the diagnosis, as, from a mycologic 
point of view, the condition was char- 
acterized as so-called “atypical” actino- 
mycosis, since it was not possible to make 
any definite mycologic classification ac- 
cording to Per Holm. Anaerobic gram- 


positive rods, presumably of the actino- 
myces group, were observed. Treatment 
with large doses of penicillin brought 


about cure. Furthermore, in this case it 
was impossible to establish any possible 
route of invasion of the infection. 

In the other case (Case 2) a slightly 
tender tumor-like mass on the lower jaw 
developed similarly and recurred after 
surgical removal. It proved impossible to 
establish any diagnosis by means of mi- 
eroscopic examination. Only bacteriologic 
culture was able to ascertain the presence 
of actinomyces of Group III in Per Holm’s 
classification. Anaerobic gram-positive 
rods and anaerobic streptococci were pres- 
ent. The alveolus from which a wisdom 
tooth had been removed was taken to be 
the probable route of invasion of the 
actinomycetes. Since in this case the 
condition developed in connection with the 
removal of a wisdom tooth, the trauma 
caused by the extraction may have acted 
as the starting point. It is also to be 
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noted that routine treatment with peni- 
cillin in moderate doses failed to cure the 
patient. 


SUMMARY 


In previous publications by the author 
the different clinical forms of actino- 
mycosis have been described, including 
the “classic form,” the so-called atypical 
form and a third one, the tumor-like form, 
which had not been described previously 
as it occurs in man. The latter two forms 
should more properly be termed “actino- 
mycosis-like lesions.” Per Holm of Den- 
mark has mapped out the mycologic fea- 
tures, characterized by the presence of 
some well-defined anaerobic microorgan- 
isms of the Actinomyces group in sym- 
biosis with “some other microbes.” Per 
Holm has distinguished at least four 
separate groups of Actinomycetes, and 
their relation to the different classic forms 
has been established by him and the author 
of this article. In these publications the 
proper treatment has also been outlined. 
This consists of administering penicillin 
in large doses over a long period. 

In the paper here presented a number of 
“borderline cases” are recorded; i.e., cases 
in which the diagnosis of actinomycosis 
could be established only by bacteriologic 
examination, including cultivation, where- 
as the clinical course presented particular 
and peculiar features. 

The paper includes 6 cases of the so- 
called classic form and instances of the 
atypical form, in 3 of which the lesions 
presented themselves as a.tumor-like soft 
swelling in the cheek, while in 1 of the 
cases, the fourth, there was a large cystic 
process in the lower jaw. The paper 
further includes 2 cases that present fea- 
tures corresponding to the clinical entity 
described by John Hertz, with the develop- 
ment of a firm tumor-like mass solidly 
attached to the bone. 

The route of invasion of the infection 
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in each case is discussed. Treatment and 
outcome are outlined. 


ZUSAM MENFASSUNG 


Der Verfasser hat in friiheren Verdéf- 
fentlichungen die verschiedenen klinischen 
Formen der Aktinomykose _ beschrieben. 
Dazu gehoren die “klinische Form’, die 
sogenannte atypische Form und als dritte 
die vorher beim Menschen nicht beschrie- 
bene geschwulstéhnliche Form. Der Dane 
Per Holm hat die durch Anwesenheit eini- 
ger klar umschriebener anaerobischer Mi- 
kroorganismen der Aktinomycesgruppe in 
Symbiose mit “gewissen Mikroben” cha- 
rakterisierten mykologischen Grundziige 
der Erkrankung dargestellt. Er unter- 
scheidet mindestens vier gesonderte Akti- 
nomycesgruppen. Ihre Beziehung zu den 
verschiedenen klassischen Formen ist von 
ihm und vom Verfasser der vorliegenden 
Arbeit festgelegt worden. In diesen Ver- 


offentlichungen wird auch ein Abriss des 
geeigneten Behandlungsverfahrens gege- 


ben. Es besteht in der Verabreichung 
grosser Dosen von Penizillin tiber einen 
langen Zeitraum. 

In der vorliegenden Arbeit wird iiber 
eine Reihe von “Grenzfallen” berichtet, bei 
denen die Diagnose einer Strahlenpilzer- 
krankung nur auf Grund bakteriologischer 
Untersuchung, einschliesslich Kulturen, 
gestellt werden konnte, wahrend der kli- 
nische Verlauf besondere und eigentiim- 
liche Ziige aufwies. 

Die Arbeit umfasst fiinf Falle der so- 
genannten typischen Form und vier der 
sogenannten atypischen Form. Von den 
letzteren dusserten sich drei als ge- 
schwulstihnliche weiche Schwellungen in 
der Backe, wihrend der vierte als eine 
grosse zystische Auftreibung im Unter- 
kiefer auftrat. Ferner enthalt die Arbeit 
zwei Fille, deren Krankheitserscheinun- 
gen der vom Verfasser beschriebenen kli- 
nischen Einheit mit Entwicklung einer 
festen geschwulstahnlichen dem Knochen 
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fest aufsitzenden Masse entsprechen. 
Der Weg der Infektion jedes einzelnen 
Falles wird erortert. 
Die Behandlung und der Ausgang der 
Falle werden umrissen. 


RESUME 


Lors de publications antérieures l’auteur 
a décrit les différentes formes cliniques de 
l’actinomycose, y compris la “forme cli- 
nique,” la forme soi-disant atypique, ainsi 
qu’une troisiéme forme: la forme dite 
tumorale qui n’avait pas encore été décrite 
telle qu’elle se présente chez l’homme. Per 
Holm, au Danemark a brossé un tableau 
des particularités mycologiques caractéri- 
sées par la présence de certains microor- 
ganismes anaérobies bien définis du groupe 
des actinomycétes en symbiose avec “cer- 
tains microbes.” Per Holm a distingué au 
moins quatre groupes séparés d’actinomy- 


 cétes, et leur rapport avec les différentes 


formes classiques a été établi par lui ainsi 
que par l’auteur de cet article. Dans ces 
publications se trouve aussi la description 
du traitement qui s’impose. Celui-ci con- 
siste en pénicilline 4 forte dose durant une 
période prolongée. 

Dans l’étude présentée ici un certain 
nombre de cas-limites sont rapportés, par 
exemple des cas dans lesquels le diagnostic 
d’actinomycose n’a pu étre posé que par 
examen bactériologique avec cultures, 
alors que l’évolution clinique présentait 
des caractéres particuliers singuliers. 

L’étude comprend cing cas de forme soi- 
distant typique et quatre cas de forme 
soi-disant atypique, dont trois cas ow les 
lésions se présentaient sous l’image d’un 
oedéme mou de la joue d’apparence tumo- 
ral, alors que dans le quatriéme cas il y 
avait un processus kystique étendu de la 
machoire inférieure. Deux autres cas sont 
encore exposés, montrant les caractéres 
correspondant a l’entité clinique décrite 
par l’auteur, avec développement d’une 
masse ferme d’apparence tumorale, forte- 
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ment adhérente a |’os. 

La voie d’envahissement de |’infection 
est discutée pour chaque cas. 

Le traitement et les résultats sont dé- 
crits. 

RESUMEN 

El] autor ha descrito ya en otras publica- 
ciones las diferentes formas clinicas de la 
actinomicosis incluyendo la “forma tipica,” 
la llamada forma atipica y una tercera, 
pseudotumoral, que no ha sido descrita 
previamente en el hombre. 

Per Holm, de Dinamarca, ha hecho una 
buena descripcién del aspecto micolégico 
caracterizado por los bién definidos micro- 
organismos anaerobios del grupo actino- 
mices en simbiosis con diferentes micro- 
bios. Per Holm distingue por lo menos 
cuatro grupos diferentes de Actinomices y 
tanto él como el autor de este trabajo 
establecen la relacién de estos grupos con 
las diferentes formas clinicas. Tambien 
se indica en el trabajo el esquema del tra- 
tamiento a seguir. Este consiste en la 
administracion de grandes dosis de peni- 
cilina por un largo periodo. 

También presenta el] autor un ntimero 
de casos atipicos en los que el diagnostico 
de actinomicosis solo pudo establecerse por 
el examen bacteriolégico, e incluso el cul- 
tivo, mientras que el cuadro clinico presen- 
taba las mas particulares caracteristicas. 

Cita el autor cinco casos de la llamada 
“forma tipica” en tres de los cuales se 
observ6 una inflamacion lisa, pseudotumo- 
ral, de la mejilla mientras que el cuarto 
presentaba una formacién quistica del 
maxilar inferior. 

Se describen ademas dos casos con las 
caracteristicas del cuadro clinico descrito 
por John Hertz con la formaci6n de una 
masa solida firmemente adherida al hueso. 

Por ultimo se hace un estudio de la ruta 
de invasién en cada caso. 


SUMARIO 


Nas publicacdes anteriores feitas pelo 
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A. foram analisadas as diversas formas 
de actinomicose inclusive a cahamada 
“forma clinica,” tipica e uma terceira, tu- 
moral que ainda nao havia sido descrita. 
Holm e Denmarck delinearam bem os as- 
pectos micologicos caracterisados pela 
presenca de micro-organismos anaerobicos 
do Actinomices em simbiose com alguns 
microbios. Holm distinguiu pelo menos 
4 formas de actinomices e sua relagaéo com 
as formas classicas estabelecidas por ele e 
pelo A. deste.trabalho. 

O tratamento consiste na administragao 
de penicilina em grandes doses por um 
longo periodo de tempo. Recorda um certo 
nimero de casos limites nos quais o diag- 
ncstico de actinomicose somente poderia 
ser estabelecido pelo exame bacteriologico, 
cultura e onde havia aspectos clinicos pe- 
cul.ares. A comunicagéo include 5 casos 
das formas tipicas, 4 da chamada forma 
atipica, 3 formas tumorais na bochecha 
emquanto 1 dos casos, o 4° apresentava um 
grande processo cistico na mandibula. Dis- 
cute a via de disseminacao em cada caso. 
Descreve o tratamento e evolucao dos 
casos. 
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Medical practice on the galleys of Philip II has been brilliantly described by 
Maranon, whose work should be consulted in any study of Spanish medicine in the 


times of Don Quixote. 


The most frequent diseases in the galleys were avitaminosis, rickets, scurvy, beri- 


beri, pellagra, enteritis, and infections. 


Medical attention was in the hands of 


barbers and “wound surgeons” who bought their diplomas for four gold escudos. 
Galley slaves were sometimes attended at port hospitals such as Santa Marta and 
Cartagena in Colombia. On important naval expeditions, court physicians, such as 


Lobera de Avila or Pérez de Herrera, accompanied the fleet. 


These positions pre- 


ceded appointment to the coveted post of personal physician to His Majesty. Am- 
putations were done by hot iron, scraping knife, and saw, while the galley slave bit 
on a rag clenched between his teeth. Medical treatment was elementary if not 


entirely lacking. 


Lépez Madera and Daza Chacon, as previously mentioned, were physicians on the 


flagship at Lepanto. 


Daza Chacén was well acquainted with hackbut wounds and 


did not customarily extract the bullet unless it happened to have lodged in some 
vital organ. Instead of using white-hot iron for amputations and to stop bleeding, 
Daza Chacén used bandages, effecting the final healing with a mixture of egg whites, 


dragon’s blood, Armenian bole, and aloe. 


In cases of the cutting off of a hand, 


a common punishment for thieves, Daza Chacén first stretched the skin upward, 
bound the arm tightly where the skin had been stretched, and drew the line for the 
ax blow; later he covered the stump with the retracted skin, sewed the skin edges 
together, and then plunged the stump into the belly of a live chicken in order to 
prevent hemorrhage. 





—Marti-Ibanez 
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operations in restoring the arterial 

blood flow to the lower extremities 
with chronic arterial insufficiency may 
lead one to overlook the other means of 
therapy, namely, sympathectomy and am- 
putation, which still occupy an important 
place in the management of patients with 
this difficulty. 

Chronic occlusive disease of the aorta 
and the iliac and femoral arteries has 
received much attention since the report 
by LeRiche! in 1948, describing the syn- 
drome that bears his name, produced by 
occlusive disease of the terminal portion 
of the aorta. This and the recognition of 
segmental occlusive disease between the 
aorta and the distal popliteal artery have 
stimulated many to attack these lesions 
surgically by operating directly upon the 
affected vessels. Three main types of 
direct operation are now well accepted: 
(1) thromboendarterectomy ; (2) excision 
and replacement by graft or prosthesis; 
and (3) by-passing with graft or pros- 
thesis. Each of these three methods has 
proved satisfactory in short-term studies, 
and there are particular preferences for 
each in various circumstances. Results 
after sufficient length of time, however, 


Te glowing reports of direct vascular 
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The relative value of direct vascu- 
lar operation, sympathectomy and 
amputations, as indicated by a study 
of 119 patients with chronic arterial 
insufficiency of the lower extremities, 
is discussed, with the indications and 
contraindications for each method of 
treatment. Results have not yet been 
confirmed by a sufficient lapse of 
time for final conclusions to be 
drawn. The hope is expressed that 
similar studies will be made, in order 
to determine the type of operation 
most likely to produce satisfactory 
long-term results. 











are still lacking to prove the definite supe- 
riority of one method over another. 

The role of sympathectomy in the treat- 
ment of these disorders has often been 
minimized in deference to the more dra- 
matic results of direct operation on the 
vessels. More recently, . however, sym- 
pathectomy is being advocated in conjunc- 
tion with direct operating since late reoc- 
clusions are being noted more commonly 
and it is expected that sympathectomy will 
soften the effects of the new occlusion or 
reocclusion. One objection to doing the 
two procedures simultaneously is that, in 
many instances, it will be difficult or im- 
possible to determine whether the long- 











term good results are due to the direct 
operation on the vessels or to the sympa- 
thectomy. Series of patients treated by 
direct operation combined with sympa- 
thectomy should ultimately be available 
for comparison with other series treated 
by sympathectomy alone and by direct 
vessel operation alone. At present, long- 
term results are not available for com- 
parison. 

The present study concerns a group of 
119 patients treated in the Talmadge 
Memorial Hospital in its two and one-half 
years of existence, up to Jan. 1, 1959, and 
includes all patients admitted to this hos- 
pital whose signs or symptoms of chronic 
arterial insufficiency of the lower extremi- 
ties were of sufficient severity to require 
surgical therapy. The age and sex dis- 
tribution of the patients in this group is 
of minor importance, since admissions to 
this hospital are on a basis of physician 
referral from all parts of the state, accept- 
ance of the patient being dependent upon 
the available beds and the need for that 
type of case at the time for student teach- 
ing or resident training. It is of interest 
that male patients predominated 4 to 1 
over female patients in the entire group, 
while in the group selected for direct 
vessel operations there were 14 male pa- 
tients to 1 female patient, and in the 
sympathectomy group 7 to 1. The entire 
group ranged between 35 and 85 years of 
age, the mean ages being 55 for the group 
treated by direct operation, 56 for the 
group treated by sympathectomy and 64 
for the group treated by amputation. Pa- 
tients undergoing successful direct vessel 
operations or successful sympathectomy 
had a mean age 4 years younger than those 
with unsuccessful operations of these 
types. 

The operations performed were of three 
types: (1) direct operation on the vessels; 
(2) sympathectomy, and (3) amputation. 
In this group of patients, sympathectomy 
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was used as a definitive measure and was 
not done simultaneously with direct vessel 
operation. 

Some patients had been given a trial of 
vasodilators before being admitted and 
others had such a trial while in the hos- 
pital, no significant improvement being 
noted. Many had frank gangrene of the 
toes or foot, with or without infection. 
Some had continuous rest pain, unrelieved 
by narcotics. Some had severe claudica- 
tion; others had less severe claudication, 
with absent peripheral pulses. Each had 
symptoms so severe that medical attention 
had been sought for them, and each had 
been considered by the referring physician 
to warrant some form of surgical interven- 
tion. 

Choice of Operation.—The preferred 
method of treatment was some form of 
direct vessel operation. If this was con- 
traindicated, sympathectomy was favored 
unless it too was contraindicated, in which 
case amputation was performed. In this 
method of selection, the patients with the 
better extremities, as a rule, were treated 
by direct vessel operation; those with the 
worst extremities were treated by amputa- 
tion, and the middle group, not suitable 
for direct vessel operation but not demand- 
ing early amputation, underwent sympa- 
thectomy. 

Indications for Direct Vessel Operation. 
—If there was evidence, arteriographic- 
ally, of a decent “run-off” distally, direct 
vessel operation was chosen unless con- 
traindicated by extensive gangrene or by 





TABLE 1.—Choice of Operation for Chronic 
Arterial Insufficiency of the Lower Extremities 








Therapy As Primary Rx As Secondary Rx 
Amputation 67 (56%) 17 
Sympathectomy 25 (21%) 8 
Direct Vessel 

Operation 27(23%) 3 


Total Number 
of Patients 119 
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TABLE 2.—Early Results of Direct Vessel Onerations 








Aortailiac Femoropopliteal 
& < - S 
3 : : : ; : : 
35 =: 33 2: 3¥ 2s 33 
ss 3 $ ° ee ;$ = 8 235 
=s ee sf Sa ze Se aa 
1. Miscellaneous 12 5 4 7 1 5 of 12 
Ivalon-Tefion 
Vein, Vinyon 
Teflon, Plain 
2. Teflon, Crimped 2 2 4 3 5 of 6 
3. Endarterectomy 20 5 5 15 11 16 of 20 
Totals 38 12 11(92%) 2€ 15 (58%) 26(68%) 


- (14 of 19 2’s & 3’s [74%]). 





extensive cardiac, renal or cerebral vas- 
cular disease. Most of the errors made 
early in the series were the result of 
overestimating patency of vessels distal 
to the site or sites of segmental occlusion. 
In a few patients, direct vessel operation 
was carried out after sympathectomy had 
failed, even with a questionable run-off 
distal to the segmental occlusion. 

Indications for Sympathectomy.—Sym- 
pathectomy was advised for those patients 
who were not suitable for direct vessel 
operation because of inadequate run-off 
(including too extensive involvement of 
iliofemoral as well as the popliteal ar- 
teries) unless contraindicated by extensive 
gangrene or by extensive cardiac, renal or 
cerebral vascular disease. As a rule, no 
importance was placed on the response to 
a paravertebral lumbar sympathetic block. 
Occasionally a continuous block? over a 
period ranging from a few days to a week 
was valuable, in that if no relief of pain 
occurred or if a small area of gangrene 
progressed in spite of the prolonged sym- 
pathetic block, amputation was recom- 
mended instead of sympathectomy. Most 
of the patients with whom direct vessel 
operations failed were sympathectomized, 
unless this was contraindicated by exten- 
sive necrosis. 

Indications for Amputation.—The pres- 
ence of extensive gangrene, with or with- 





out infection, indicated primary amputa- 
tion as the treatment of choice. If there 
was constant pain at rest and a direct ves- 
sel operation was contraindicated, amputa- 
tion was advised. Similarly, minimal gan- 
grene indicated primary amputation if 
neither direct vessel operation nor sympa- 
thectomy offered much hope of improve- 
ment. Removal of the extremity was also 
advised when efforts to improve the circu- 
lation by direct vessel operation and/or 
sympathectomy had failed. 

With these criteria for selection, the 
119 patients in this series were given the 
therapy indicated in Table 1. 

It is notable that only 27 patients (24 
per cent) were thought suitable for direct 
vessel operations, although 3 additional 
patients were treated by this method after 
sympathectomy had failed. Similarly, 25 
patients (21 per cent) were treated by 
primary sympathectomy, and 8 additional 
patients were sympathectomized after 
direct vessel operations had failed. The 
remaining 56 per cent were treated by 
primary amputation, and 17 amputations 
were required after failure of a direct 
vessel operation or sympathectomy, or 
both. 

Direct Vessel Operations.—The early 
results of direct vessel operations are 
summarized in Table 2. 

Those in the first portion of this series 
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were treated by resection and replacement, 
or by by-passing, with use of a combina- 
tion Ivalon-Teflon prosthesis. This proved 
quite successful in the aortoiliac area but 
most unsuccessful in the smaller arteries. 
Four out of five such prostheses applied 
to the femoral artery failed very early, 
and the fifth one failed within three 
months. This experience parallels that of 
DeBakey and his collaborators,* who re- 
ported 6 failures out of 6 cases in which 
Ivalon prostheses were used in the femoro- 
popliteal area. This prosthesis was made, 
first in the laboratory and later in the 
operating room at the time of operation, 
by molding three alternate layers of wet 
sliced Ivalon sponge with two interven- 
ing layers of loose weave Teflon Cloth, 
wrapped tightly with flat ribbon before 
autoclaving. Compressed Ivalon is a good 
substance to work with, holding sutures 
well and not leaking appreciably, but since 
Ivalon is not durable, Teflon was added to 
give durability. This combination pros- 
thesis has now been given up in favor of 
crimped Teflon, which, except for the 
necessity of preclotting, seems an almost 
ideal substitute for either the aorta or the 
smaller arteries. 

Good early results are obtained in the 
aorta and iliac arteries with almost any- 
thing, but this is not the case with the 
femoropopliteal area. Excluding the ex- 
perience with Ivalon-Tefion, vein, Vinyon 
and plain Teflon prostheses, which was 
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very poor, the early results of using 
crimped Teflon and endarterectomy in the 
femoropopliteal area were fairly good, 
being 74 per cent successful. These results 
in the femoropopliteal area are not as good 
as those reported by DeBakey and his co- 
workers, but they compare favorably with 
those of Cannon and Barker.‘ Most of the 
failures encountered occurred in those 
with considerable popliteal artery involve- 
ment. An alarming number of reocclu- 
sions (33 per cent) occurred in the brief 
period of follow-up in the endarterectomy 
group, while each of the seven extremities 
treated with early success with crimped 
Tefion is still functioning (Table 3). (Each 
of the two crimped Teflon procedures 
listed in the aortoiliac column was a bilat- 
eral shunt to the common femoral artery, 
making a total of 7 extremities involved in 
the 5 procedures listed for crimped 
Teflon.) The follow-up period in most 
instances is less than a year, and is too 
brief for much meaning, except that fail- 
ures among the early successes within this 
short period is taken as a warning that 
more are to be expected. 

Table 4 summarizes the experience with 
direct vessel operations. These results are 
not the source of great pride, and the high 
incidence of failure is discouraging, al- 
though less so if one excludes the earliest 
experiences with arterial substitutes other 
than crimped Teflon. Slightly encourag- 
ing is the salvage of a number of extrem- 





TABLE 3.—Subsequent Failures in Direct Vessel Operations 
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TABLE 4.—Summary of Direct Vessel Operations 





Patients 


No. of 
| tremities 





Treated by direct vessel operation 
Failures (including deaths) 


= p| No. of In- 


m oo 
| o | Nan on | CO co | volved Ex- 


aaal S| 
| 


Deaths 

Other early failures 

Subsequent reocelusions 
Sympathectomy, successful 


Amputation required 


Now living 
With loss of extremity 
Improved 20 32 





ity failures by sympathectomy. Almost 
without exception, the 26 survivors are 
more comfortable and happier now than 
prior to any surgical treatment. Although 
the 4 deaths are distressing, in only 1 
instance was the death directly attribut- 
able to operation, an instance of infection 
occurring about an aortic graft eventually 
leading to intestinal fistulas, gangrene re- 
quiring amputation of an extremity, and 
death. The other 3 deaths were the result 
of disease, 1 being due to acute leukemia 
and 2 to massive cerebrovascular acci- 
dents. In this series, it cannot be stated 
that failure of direct vessel operations left 
the extremity no worse off than before, 
since the ischemic changes, pain and gan- 
grene often increased markedly with 
graft failure, requiring early amputation 
for 9 patients, 3 of whom died. 
Reocclusion after the early successful 
thromboendarterectomies, even in this 
brief follow-up period, makes one appre- 
hensive about the long-term results of this 
procedure and encourages the utilization 
of crimped Teflon as a by-pass instead. 
Whenever feasible, Owens’ suggestion 
that long-term anticoagulants be used 
should be given serious consideration. 
Sympathectomy.—tThis therapeutic 
measure was used as the primary treat- 
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ment of choice in 25 cases (27 extremities) 
and was called upon to salvage the failures 
of direct vessel operations on 7 patients. 
The extent of sympathectomy performed 
and the total number are given in Table 5. 
Only five “prophylactic” sympathectomies 
were carried out, since it is my opinion 
that this is indicated primarily for the 
diabetic patient who has already had diffi- 
culty with one lower extremity. No deaths 
resulted from this procedure. One patient 
who had undergone sympathectomy re- 
entered the héspital two months later and 
died after amputation, which was required 
because of the failure of a direct vessel 
operation. 

The effectiveness of sympathectomy is 
indicated in Table 6. The standard proce- 
dure used in the first part of this program 
consisted of removing the second through 
the fourth lumbar ganglion. This is still 
used for those who have a good popliteal 
pulse; otherwise the inclusion of the first 
lumbar ganglion, facilitated by removal of 
the twelfth rib, is favored except for pa- 
tients with extensive disease above the 
superficial femoral artery. For these, in- 
cluding the occasional patient with the 
LeRiche syndrome, whose distal occlusive 
disease is so extensive that no decent run- 
off area is present to allow direct vessel 
operation, a thoracolumbar sympathec- 
tomy is performed as advocated by Grim- 
son. The poorer results for the more 
extensive sympathectomy (Table 6) are 
accounted for by the more extensive dis- 
ease treated by this procedure. 





TABLE 5.—Types of Sympathectomies 
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Only an occasional instance of postsym- 
pathectomy neuralgia has been observed 
in this group, whereas DeTakats’ has 
stated that, for some unknown reason, this 
is now very common in his experience. 

The results of sympathectomy are classi- 
fied as “good” or “poor” on the basis of 
whether the patients were sufficiently im- 
proved subjectively and objectively after 
the operation to make further surgical 
therapy undesirable. This may be criti- 
cized, but even though routine segmental 
plethysmographic and skin temperature 
studies are being carried out on these pa- 
tients, the clinical impression is still the 
most reliable index of benefit. Excluding 
those done prophylactically, 18 of 29 
procedures, or 62 per cent, were classified 
as showing “good results.” It is recognized 
that the patients with these “good results” 
are not as completely or dramatically re- 
lieved of all symptoms as are those who 
have undergone successful direct vessel 
operations. The patients subjected to 
sympathectomy, however, were in general 
a worse group than those subjected to 
direct vessel operations, which makes the 
improvements noted more significant. The 
ultimate role of sympathectomy will de- 
pend upon long-term follow-up studies of 
the two types of treatment. It certainly 
cannot be discarded at this time. It may 
continue in the role outlined in this study; 
it may be indicated in place of direct vessel 





TABLE 6.—Results of Sympathectomy 





Results 
Extent Jo. Good Poor 


; 12 (3) 5 (1) 
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TABLE 7.—Amputations 





92 (84 pts) 
9 (10%) 


75 (67 pts) 
6 (8%) 


17 (17 pts) 


Total amputations 
Deaths—total 


Primary amputations 
Deaths p primary amputation 


Amputations required p other 
operations 


3 (18%) 


Deaths p secondary amputation 





operations for all but the limited, almost 
purely segmental type of occlusive disease; 
or it may be advisable in combination with 
direct vessel operations. 

Amputation.—Seventy-five primary am- 
putations were utilized, for the indications 
previously given, in 67 cases, with a mor- 
tality rate of 8 per cent on the basis of 
the number of extremities amputated 
(Table 7). For 17 patients amputation 
was required after failure of direct vessel 
operation and/or sympathectomy, with a 
mortality rate of 18 per cent. The series 
is too small for statistical meaning, but 
the logical assumption that two or three 
operative procedures are more dangerous 
to life than a single operation is supported 
by this experience. If there is a reason- 
able chance to improve the extremity by 
direct vessel operation or by sympathec- 
tomy and the danger to life is not great, 
then an operation other than amputation 
is warranted. If the failure of this effort 
is followed by amputation, however, the 
risk to life is increased over that of pro- 
ceeding initially with amputation. This 
fact should be kept in mind in appraising 
the patient for decision as to the type of 
operation indicated. 

The 10 per cent mortality rate associated 
with amputations in this group compares 
favorably with the experiences of others. 
An important factor in keeping the mor- 
tality low in this series, in my opinion, was 
the frequent use of “physiological amputa- 
tion.” “Physiological amputation” is ac- 
complished by placing a tourniquet tightly 
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about the extremity above the area of 
gangrene and inflammatory reaction but 
below the site of later amputation and ap- 
plying crushed ice about the extremity 
to just above the tourniquet. The part is 
then “physiologically amputated” for two 
to four or five days (longer if neces- 
sary) while the patient is treated system- 
ically with antibiotics, fluid and electro- 
lytes and other measures, if needed, to 
prepare him better for operative amputa- 
tion. This allows the body to be essential- 
ly free of any effect of the necrotic and 
often infected tissue while being prepared 
for operation. It makes for a better sur- 
gical risk, with less danger of infection in 
the amputation wound. ‘Physiological 
amputation” was employed in 36 of the 75 
cases of primary amputation. In spite of 
the fact that the extremities physiologi- 
cally amputated were the ones with gross 
infection and massive gangrene, the num- 
ber of gross stump infections was less in 
the “iced” group than in the group not 


“physiologically amputated” prior to the 
operation. The amputation performed rou- 
tinely is a low thigh, modified guillotine 
type, which is closed primarily without 


drains. Only one gross infection occurred 
in the 36 primary amputations with prior 
“physiological amputation,’ whereas 6 
gross infections occurred in the 39 pri- 
mary amputations not preceded by “phys- 
iological amputation.” A detailed study 
of this procedure will be presented in a 
subsequent report. 


SUMMARY AND CONCLUSIONS 


A group of 119 cases of chronic arterial 
insufficiency of the lower extremities, suf- 
ficiently severe to require surgical inter- 
vention, is presented. Only 25 per cent 
(30 patients) were treated by direct vessel 
operations, in spite of the author’s pref- 
erence for this form of treatment. Sympa- 
thectomy was the selected primary treat- 
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ment in 21 per cent of the cases (25 
patients), and 56 per cent (67 patients) 
underwent primary amputations. 

The early results with endarterectomy 
and the use of crimped Teflon prostheses 
in the femoropopliteal area were fairly 
good (74 per cent successful), whereas in 
the aortoiliac area these two procedures 
were 100 per cent successful in the early 
period. One iliac endarterectomy subse- 
quently became reoccluded, after reocclu- 
sion of the distal endarterectomized super- 
ficial femoral artery ; otherwise no failures 
have occurred with the use of either of 
these two methods in the aortoiliac areas. 
In the femoropopliteal area the results are 
less good; in 4 of the early successful 
endarterectomies reocclusion occurred. 
while each of the 3 early successes in 
which crimped Teflon was used have re- 
mained patent. 

Twenty-nine therapeutic sympathecto- 
mies were done, with good results (no 
further surgical treatment being required) 
in 18 cases, or 62 per cent. In 7 instances, 
sympathectomy was successful in improv- 
ing the extremity after direct vessel opera- 
tion had failed. There were no deaths 
associated with sympathectomy. The ex- 
tent of the sympathectomy preferred is 
discussed. 

Amputations were performed on 84 pa- 
tients (92 extremities), with a mortality 
rate of 10 per cent. “Physiological am- 
putation” by tourniquet and icing is 
thought to be important in allowing the 
patient to be better prepared for surgical 
amputation and in decreasing the risk of 
infection in the amputation site. 

It is hoped that a continuation of this 
and similar studies will be helpful in deter- 
mining the type of direct vessel interven- 
tion most likely to give successful long- 
term results and in ascertaining the 
proper role of sympathectomy in the treat- 
ment of chronic arterial insufficiency of 
the lower extremities. 
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ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird iiber 119 Falle von chronischer 
arterieller Insuffizienz der unteren Glied- 
massen berichtet, die chirurgische Be- 
handlung erforderten. Trotz der Vorliebe 
des Verfassers fiir direkte Eingriffe an 
den Blutgefassen wurden nur 25 Prozent 
der Fille (30 Patienten) auf diese Weise 
behandelt. In 21 Prozent der Falle (25 
Patienten) wurde die Sympathikusresek- 
tion als primére Behandlungsform ge- 
wahlt, und in 56 Prozent der Fille (67 
Patienten) erfolgten primire Amputa- 
tionen. 

Die friihen Erfolge mit der Endarteri- 
ektomie und Verwendung von gefaltelten 
Teflonprothesen in der Gegend der A.fe- 
moralis und poplitea waren ziemlich gut 
(erfolgreich in 74 Prozent der Falle). Im 
Gebiete der Aorta und der A.iliaca aber 
waren diese beiden Verfahren hundertpro- 
zentig erfolgreich in der friihen Periode. 
Bei einer Endarteriektomie der Iliaca kam 
es spater zu einem neuen Verschluss, nach- 
dem sich distal davon die oberflachliche 
Femoralarterie, an der eine Endarteriek- 
tomie vorgenommen war, wieder ver- 
schlossen hatte; weitere Versager kamen 
bei Anwendung dieser beiden Methoden 
im Gebiete der Aorta und A.iliaca nicht 
vor. In der Gegend der A.femoralis und 
poplitea sind die Erfolge weniger gut; in 
vier der anfanglich erfolgreichen Endarte- 
riektomien kam es zu einem neuen Ver- 
schluss, wahrend in allen drei Fallen, bei 
denen gefalteltes Teflon verwendet wurde, 
die Gefasse offen blieben. 

Unter 29 therapeutischen Sympathikus- 
resektionen waren die Resultate in 18 
Fallen (d.h. 62 Prozent) gut (weitere 
chirurgische Behandlung war nicht er- 
forderlich). In sieben Fallen bestand der 
Erfolg der Sympathikusresektion in einer 
Verbesserung der Gliedmasse, nachdem 
die direkte Blutgefissoperation versagt 
hatte. Todesfalle kamen im Zusammen- 
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hang mit der Sympathikusresektion nicht 
vor. Der vom Verfasser bevorzugte Um- 
fang der Sympathikusresektion wird er- 
ortert. is 

Amputationen wurden an 84 Kranken 
(92 Gliedmassen) mit einer Sterblich- 
keitsquote von 10 Prozent ausgefiihrt. Die 
“physiologische Amputation” mit Stau- 
binde und Vereisung wird fiir wichtig ge- 
halten, weil der Patient dadurch besser 
fiir die chirurgische Abtragung vorberei- 
tet und das Risiko einer Infektion an der 
Amputationsstelle herabgesetzt wird. 

Der Verfasser driickt die Hoffnung aus, 
dass eine Fortsetzung dieser und ahnlicher 
Studien zur Erkennung der Form der 
direkten Gefassoperation beitragen mége, 
die die besten Aussichten fiir langdauernde 
Erfolge bietet, und dass sich feststellen 
lassen mége, welche Rolle der Sympathi- 
kusresektion in der Behandlung der chro- 
nischen arterieilen Insuffizienz der unteren 
Gliedmassen zukommt, 


RESUMEN 


Se presentan en este trabajo un grupo 
de 19 casos de insuficiencia arterial cr6- 
nica de las extremidades con importancia 
suficiente como para requerir intervencion 
quirurgica, Sdlo 25% de los casos fueron 
tratados por operaciones vasculares direc- 
tas a pesar de la preferencia del autor por 
esta forma de tratamiento. La simpatec- 
tomia fué el tratamiento primario en un 
21% de los casos, y 56% requirieron am- 
putaci6n primaria. 

Los resultados precoces con la endoar- 
teriectomia y el uso de protesis de Teflon 
rizado en en area fémoro-poplitea fueron 
francamente buenos (74%), de éxitos 
mientras que en la zona aortoiliaca estos 
dos procedimientos dieron resultados ex- 
celentes en el 100% de los casos. Una 
endoarteriectomia se reocluy6 después de 
reoclusion de la arteria femoral super- 
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ficial endoarteriectomizada; pero fuera de 
esto no hubo ningtin fracaso con cual- 
quiera de los dos métodos de reparacién en 
el area aorto-iliaca. En la zona fémoro- 
poplitea los resultados no son tan buenos; 
en 4 casos de endoarteriectomia hubo re- 
oclusién pero tres plastias de Teflon 
rizado permanence perfectamente perme- 
ables. Se han practicado 29 simpatecto- 
mias con buenos resultados, sin necesidad 
de mas cirugia, en 18 casos (62%). En 7 
ocasiones la simpatectomia dié buen resul- 
tado cuando habia fracasado la accion 
directa sobre la arteria. No se produjo 
ningun caso de muerte por simpatectomia. 
El autor estudia la cuestion de la extensién 
de la porcién de cadena simpatica a ex- 
tirpar. 

Hubo que practicar amputacién a 84 
enfermos (92 extremidades), con una 
mortalidad de un 10%. Es muy impor- 
tante la practica de la “amputacion fisio- 
l6gica” preparando el miembro con re- 
frigeracion y torniquete con lo que se 
previenen los riesgos de toda clase de 
complicaciones. 

Es de esperar que continuando en este 
tipo de estudios se conseguira un conoci- 
miento exacto de la posibilidad de opera- 
cidn directa sobre el vaso mas apta a un 
resultado duradero y a aclarar bien el 
papel de la simpatectomia en el trata- 
miento de las insuficiencias arteriales 
crénicas de los miembros inferiores. 


RESUME ET CONCLUSIONS 


L’auteur présente un groupe de 119 cas 
d’insuffisance artérielle chronique des ex- 
trémités inférieures, assez grave pour né- 
cessiter une intervention chirurgicale. 
25% seulement des cas (30 malades) ont 
subi des opérations vasculaires directes, 
malgré la préférence marquée de |’auteur 
pour cette forme de traitement. La sym- 
pathectomie a été la thérapeutique pri- 
maire d’élection dans 21% des cas (25 
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malades), et 56% (67 malades) ont subi 
des amputations primaires. 

Les résultats précoces de |’endartérec- 
tomie et l’utilisation de prothéses de “Tef- 
lon gaufré” dans la région fémoropoplitée 
se sont révélés assez satisfaisants (74% 
de succés), alors que dans la région aorto- 
iliaque ces techniques ont donné 100% de 
succes a la période précoce. Une endar- 
térectomie iliaque a été suivie d’une réoc- 
clusion, aprés la réocclusion de l’artére 
fémorale superficielle distale endartérec- 
tomisée. A part cela aucun échec n’a été 
enregistré avec l’une ou l’autre méthode 
dans la région aorto-iliaque. Dans la ré- 
gion féméropoplitée les résultats sont 
moins bons; dans 4 des endartérectomies 
avec résultats précoces bons, il s’est 
produit une réocclusion, alors que dans 
chacun des 3 cas traités au “Teflon gaufré” 
les résultats sont restés bons. 

29 sympathectomies thérapeutiques ont 
été pratiquées avec de bons résultats dans 
18 cas, soit 62%, sans qu’une autre inter- 
vention chirurgicale soit nécessaire. Dans 
7 cas la sympathectomie a été couronnée 
de succés aprés l’échec d’une opération 
vasculaire directe. I] n’a été enregistré 
aucun cas mortel pouvant étre associé avec 
la sympathectomie. 

L’étendue de la sympathectomie pré- 
férée est discutée. 

Des amputations ont été faites chez 84 
malades (92 extrémités) avec un taux 
de mortalité de 10%. L’ “amputation 
physiologique” par garrot et congélation 
est considérée comme précieuse car elle 
permet au malade d’étre mieux préparé a 
amputation chirurgicale; de plus elle 
diminue le risque d’infection au niveau de 
amputation, 

L’auteur espére que la poursuite de ces 
recherches et d’études similaires sera utile 
dans la détermination du choix de l’inter- 
vention vasculaire directe la plus apte a 
donner de bons résultats 4 longue échéance 
et 4 préciser le rodle propre de la sympa- 
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thectomie dans le traitement de |’insuf- 
fisance artérielle chronique des extrémités 
inférieures. 


SUMARIO E CONCLUSOES 


Apresenta um grupo de 119 casos de in- 
suficiencia cronica arterial dos membros 
inferiores suficientemente severa para re- 
querer intervencao cirurgica. Somente 
25% foram tratados por operacdesvascu- 
lares a despeito da preferéncia do A. por 
ésse tratamento. A simpatectomia foi um 
metodo seletivo empregado em 21% (25 
doentes) e 56% (67 doentes) se submete- 
ram a amputacao primaria. Os resultados 
primarios da endarterectomia e 0 uso das 
ptoteses de Teflon na area femoro-poplitea 
foram muito bons (74% de sucesso) em- 
quanto que na area aorto-iliaca esses dois 
métodos deram 100% de sucesso inicial. 
Um caso de endarterectomia iliaca se re- 
obstruiu; caso contrario nenhum insucesso 
teria ocorrido. Na area femoro-poplitea 
os resultados foram menos satisfatorios; 
em 4 endarterectomia ocorreram reoclu- 
sdes. Foram feitas 29 simpatectomias com 
bons resultados em 18 casos (62%). Em 
7 doentes a simpatectomia melhorou os 
doentes apds operacéo vascular direta. 
Executou 84 amputagdes (92 extremida- 
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des) com mortalidade de 10%. Acredita 
que a “amputacao fisiologica” por torni- 
quete e gélo é importante e util para mel- 
hor preparo do paciente, fasendo diminuir 
o risco de infeccaéo. Acredita que a con- 
tinuacao deste estudo permitira se avaliar 
melhor o tipo de operacéo vascular e 
estabelecer o verdadeiro papel da simpa- 
tectomia. 
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M. said to me, a propos of his constant offenses against digestion, and of the 
pleasures in which he indulged—the only obstacles to his regaining his health: 
“I should be marvellously well if it were not for myself.” 


—Chamfort 
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the prostate, from the works of the 

pioneers in the field to that of modern 
surgeons, is outlined in Table 1. A clas- 
sification of the various surgeons’ ap- 
proaches to the prostate is presented in 
Table 2. 

As is obvious (Table 2), an important 
group of technics can be considered trans- 
capsular. This point is illustrated by Fig- 
ure 1 (approaches through the lateral wall 
of the prostatic capsule could not be in- 
cluded, since the sketch depicts a sagittal 
section of the pelvis). Specifically, one may 
classify as transcapsular any technic of 
prostatic adenectomy in which the capsule 
is opened before doing the adenomectomy 
(transvesical and endoscopic resection are 
excluded from this group). Figure 2 is 
self-explanatory. 

This is the background of the jux- 
tasphincteric ischiorectal technic that is 
the subject of my paper (Fig. 3). The 
leading points of the technic are as fol- 
lows: 

1. Anesthesia is induced. Generally I 
use caudal plus pudendal block, but any 
other kind of anesthesia may be used. 

2. The patient is placed in the Young 
position. 


"Tine history of surgical treatment of 
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Although several authors, especi- 
ally in Europe, from time to time 
have called attention to the ischio- 
rectal approach to the prostate, this 
has apparently been a forgotten 
route among urologists all over the 
world. 

The author summarizes his technic 
of juxtasphincteric ischiorectal pros- 
tatic adenomectomy and comments 
on his statistics. 











3. A Lowsley prostatic tractor is in- 
troduced per urethram. 

4. An oblique 6 cm. anteroposterior inci- 
sion, curved to the anus, is made on the 
left side of the perineum, starting 2 cm. 
anterior to the anus near the midline, and 
going outward between the anus and 
ischium 2 or 3 cm. back to the posterior 
margin of the anus (Fig. 4). 

5. By blunt dissection the procedure is 
carried alongside the lateral aspect of the 
rectum and the urinary tract until one 
reaches the lateral aspect of the prostate, 
covered by the levator ani muscle (Fig. 5). 

6. The inner edge of the levator ani is 
detached outward (sometimes it may be 
necessary to cut it to a distance of 1 or 
2 cm.). This is done to open the superior 
pelvirectal space in order to free the late- 
ral wall of the prostatic capsule, along 
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TABLE 1.—Development of Prostatic Operations* 





Endoscopic Resection 


Guthrie (1815) 
Mercier 
Bottini (1873) > Use 


of endoscopy {Thompson 


by Freudemberg ~ |Mac Carthy 


Perineal Approach 


Billroth (1867 
Goodfellow (1891) 
Zuckerkandl (1889) 
Regino Gonzalez (1902) 


feonservative 


Young (1905) \ radical 


Wildholz 
Lowsley 
Belt 


Proust & Albarran (1901) Puigvert 


Transvesical Approach 


Fuller (N.Y. 1894) 3-stage operations 


Freyer (London 1901) 1-stage 


fMarion 

| Legueu 

Figueroa Alcorta 
and many others 


Retropubic 
Millin 
Vesicocapsular technics 


Ischiorectal Approach 


Dittel (Germany 1890) 
J. & P. de Fiolle (1911) 
Voelcker (1911) 


Vernet (1944) Radical 

Favre, Lhez & Caissel (sacral route, 1950) 
Couvelaire & Bouffard 

(coxiperineal route, Paris 1951) 

Ritter (infrapubic, 1952) 

Ortega (juxtasphincteric, 1952) 

De la Pena (posterior perineal, 1956) 





*The pioneer surgeons are listed in the left hand column; the modern advocates of technics recalling the 


pioneers’ routes, in the right-hand column. 


which runs a neurovascular bundle, com- 
ing from the vertex to the base of the 
prostate (Figs. 6 and 7), the leading com- 
ponents of which are the plexiform vesse!s 
of the trifurcating branches of the deep 


Fabre 
Couvelaire 


Voelker 
Fone 


Millin j 
La gm | =: ogee 
Uteau Clark 
berg 
Belt 


g 
Endoscopic Ps Proust, Goodfellow 
Wildbolz , Puigve rt 
Vernet 


Fig. 1.—Schema indicating various authors’ con- 
tributions in relation to sagittal section of pelvis. 


dorsal vein of the penis, the posterior cap- 
sular branch of the prostatic artery com- 
ing from the inferior vesical artery, and 
autonomic nervous pathways coming from 
the inferior hypogastric plexus. 

7. Half a centimeter ventral to this 
bundle and almost parallel to it the pros- 
tatic capsule is opened from the vertex to 
the base, and through this incision the 
adenoma is dissected, first with an enu- 
cleator and afterward by finger dissection 
(Fig, 8). 

8. Hemostasis is accomplished and a 
search is made for residual tissue inside 
the prostatic cell. A wedge-shaped resec- 
tion of the posterior lip of the bladder 
neck may be done if necessary. 

9. Two stitches with a hemostatic suture 
of plain catgut are made at 4 and 8 on the 
vesical neck, where the urethral branches 
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TABLE 2.—Approaches to Prostate 





Anterior wall 


Transcapsular technics 1Puckester walt 





Lateral wall 


Endourethral 


Base 


{Subpubic 

| Retropubic 
\Transvesicoprostatic (1950) 
lor transvesicocapsular 


{Young, Goodfellow, Proust, Wildbolz, 
J Véelcker, Vernet, Saposchkof, Clark 
\ Gone Heimbelt, Puigvert, Favre 
Couvelaire & Bouffard 


{Juxtasphincteric ischiorectal (Ortega, 1952) 
|Posterior perineal (De la Pena, 1956) 


{Thompson ~ 
|MacCarthy 


{Fuller 
Freyer-Marion 
Figueroa Alcorta, etc. 





of the prostatic artery are generally lo- 
cated. An indwelling catheter is intro- 
duced per urethram. 

10. The prostatic capsule is sutured and 
the levator ani replaced in its anatomic 
situation (Fig. 9). 


11. A Penrose drain to the ischiorectal 
fossa is inserted (Fig. 10). 

12. The skin is sutured. 

The indwelling catheter must be kept in 
place for nine or ten days after the opera- 
tion. 








[ricn 7 





Plane of approach tothe 
odenomo of the juxto- 





sphincteric ischiorectal 
prostatic odenomectomy. 





Plane of a bh to the 





- — —-Denonvillier's 
fascia 


adenoma of all known 





— —— Longitudinal muscle Fibers 
——--Circular muscle fibers 
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techniques of prostatic 
adenomectomy : perir 
neal and ischiorectol. 





Fig. 2.—Planes of approach (see text). The sketch is from S. Gil Vernet (J. d’Urologie, Janvier 1932). 











Fig. 8.—Juxtasphincteric ischiorectal approach 
employed by author as compared with other 
technics. 





Fig. 4.—Position of the patient and location of 
incision (see text.) 


The points favoring this technic are as 
follows: 

The route of approach is through the 
posterior perineum and ischiorectal fossa, 
two anatomic regions almost devoid of im- 
portant structures (Fig. 11). 

Either side may be used, according to 
the habit of the surgeon (left-handed or 
right-handed). In case of avulsion of the 
rectum the operation must be stopped, the 
rectum sutured and the procedure imme- 
diately started again from the other side 
of the perineum. 

This technic shares with the classic peri- 
neal operation all its advantages without 
the counterpart of its accurate plane of 
dissection between the rectum and the 
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anus. An error in the perineal technic is 
often complicated by incontinence or recto- 
urethralperineal fistula. 

Additionally, the lateral capsulotomy 
has a concomitant advantage: It enables 
one to avoid injuring the nervous struc- 
tures of the floor of the prostatic portion 





Fig. 5.—Blunt dissection along lat2ral aspect of 
rectum (see text). 
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Fig. 6.—Opening of superior pelvirectal space 
(see text). 
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Fig. 7.—Distribution of vessels. (From Beneventi and Novak, J. Urol. November 1949.) 





of the urethra, which probably leads to 
the postoperative impotence ascribed to 
the perineal route. The fact that im- 
potence is uncommon after perineal resec- 
tion of the seminal tract for tuberculosis, 
although the operation goes deeper cepha- 
lad (as far as the cell of the seminal ves- 
icle), is a reasonable argument favoring 








TABLE 3.—Juaxtasphincteric Ischiorectal Prostatic 
Adenectomy in 157 Cases 





Mazi- Mini- Aver- 
mum mum age 





Age of patients 98 41 67 
Weight of adenoma, Gm. 215 14 53.55 
Duration of operation, min. 60 25 42.5 


Maintenance of indwelling 
catheter in uncomplicated 
cases, days 20 5 15 


Maintenance of indwelling 
catheter in cases com- 
plicated by hemorrhage 
and/or infection, days 90 25 £36 








the thesis that injury of the nervous 
structures of the posterior wall of the 
prostate plays a leading part in post- 
prostatectomy impotence. 





Fig. 8—-Opening of prostatic capsule and dis- 
section of adenoma. 
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claim “‘not to damage the veru montanum”’ 
and suggested, in doing his perineal tech- 
nie, the inverted V capsular incision, it 
seems to me that it is of the utmost im- 
portance to preserve the leading neural 
pathways and the vascular elements con- 
tributing to erectio penis and to sphinc- 
teric function, and, as such neural struc- 
tures, as well as the vascular components, 
are mostly in the posterior wall, the lat- 
eral capsular incision is by all means 
preferable. 





Fig. 9.—Suture of prostatic capsule (see text). 


The Millin technic procedure is some- 
times a bloody operation, because of in- 
juries to the Santorini plexus. The lateral 
wall of the prostatic capsule has only 
minute vessels, so the capsulotomy is a Fig. 10.—Closure with insertion of Penrose drain 
bloodless step of the juxtasphincteric to ischiorectal fossa. 
ischiorectal technic. 

The upper fibers of the external sphinc- 
ter are almost absent at the site of the 
lateral capsulotomy; hence, sphincteric 
dysfunction is uncommon after the opera- 
tion. 

The central tendon of the perineum, un- 
touched by the operation, probably insures 
better function of the perineal muscles, 
especially the accelerator urinae (bulbo- 
cavernous muscle), which is useful in 
erectio penis. 

The posterolateral neurovascular pros- 
tatic bundle is untouched, and so is its 
important function in the active blood 


ectasis and vascular reflexes of the erec- ie . ee 
tile cavernous bodies. Fig. 11.—Rationale of approach through pos- 
; terior peritoneum and ischiorectal fossa, two 
Though Prof. Young has made emphatic areas almost devoid of important structures. 
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TABLE 4.—Additional Data on 157 Cases 











Although several authors, especially in 
Europe, from time to time have called at- 
tention to the ischiorectal approach to the 
prostate, this has been a forgotten route 
for urologists all over the world. 

The author summarizes his technic of 
juxtasphincteric ischiorectal prostatic 
adenomectomy and comments on his sta- 
tistics. 

The technic aforementioned has all the 
advantages of the perineal approach and 
is easier to perform. 

The ischiorectal fossa, through which 
the operation is performed, is almost 
devoid of important anatomic structures, 
so that it provides a good approach to the 
prostate. 

Although urologists have already been 
working on ischiorectal technics, they usu- 
ally open the posterior wall of the pros- 
tatic capsule to perform the adenomec- 
tomy, the author emphazises the ana- 
tomic reasons that explain why lateral 
capsulotomy must be preferred in order to 
avoid the usual complications that follow 
perineal prostatectomy. 








No. of Cases Per Cent 
Postoperative hemorrhage (cystostomy required) 8 5.09 
: : i Z fhemorrhage 8 5.09 
Suprapubic drainage required because of lperiurethritis 8 5.09 
Definitive incontinence 0 
Transitory incontinence cue Z be 
Postoperative lithiasis 3 1.90 
‘residual adenoma 1 0.63 
Secondary operations for Jresidual adenoma . 68 
‘ | & lithiasis 
{Recurrent lithiasis 2 1.26 
Postoperative death (clinical diagnosis, myocardial infarction) 4 2.52 
Operative deaths r 0 
Operative injury to the rectum 3 1.89 
Secondary rectal lesion 2 1.26 
Secondary hemorrhage (25 days after operation) 1 0.63 
Anesthesia Caudal 80 
Pentothal 53 
Caudal & pentothal 24 
Bilateral vasectomy 90 
SUMMARY ZUSAM MENFASSUNG 


Obgleich verschiedene Verfasser beson- 
ders in Europa von Zeit zu Zeit auf den 
ischiorektalen Zugangsweg zur Prostata 
hingewiesen haben, ist dieser Vorgang 
doch von den Urologen in aller Welt ver- 
gessen worden. 

Der Verfasser gibt einen Uberblick der 
Technik der sphinkternahen ischiorektalen 
Resektion der Prostata und erlautert seine 
Statistiken. 

Das Verfahren hat alle Vorziige des 
perinealen Zugangsweges und ist leichter 
ausfiihrbar. Die Fossa ischiorectalis, 
durch die der Eingriff vorgenommen wird, 
ist fast frei von wichtigen anatomischen 
Gebilden und bietet daher einen guten 
Zugangsweg zur Prostata. 

Die Urologen, die sich der ischiorektalen 
Technik bedienen, erdffnen gewohnlich die 
hintere Wand der Prostatakapsel, um die 
Driise zu entfernen. Der Verfasser hebt 


die anatomischen Griinde hervor, die er- 
kliren, warum eine laterale Eréoffnung der 
Kapsel vorzuziehen ist, wenn man die nach 
perinealer Prostataresektion gewdéhnlich 














auftretenden Komplikationen vermeiden 
will. 


RIASSUNTO 


Benché di tanto in tanto qualcuno, spe- 
cialmente in Europa, richiami |’attenzione 
sulla via ischiorettale per |l’asportazione 
della prostata, questa é una strada dimen- 
ticata dagli urologi di tutto il mondo. 

L’autore riassume la sua tecnica di 
adenomectomia iuxtasfinterica ischioret- 
tale, e commenta i suoi risultati. La tec- 
nica offre tutti i vantaggi di quella peri- 
neale ed é molto pill facile da seguire. La 
fossa ischiorettale, attraverso cui si com- 
pie l’intervento, é pressoché priva di strut- 
ture anatomiche importanti,~ sicché 
rappresenta una strada molto comoda. 

Benché gli urologi abbiamo usato an- 
cora delle tecniche ischiorettali, essi di 
solito aprono la parete posteriore delle cap- 
sula prostatica per eseguire |l’adenomec- 
tomia. L’autore ritiene, invece, che si 
debba preferire la capsulotomia laterale 
per evitare le complicazioni che di solito 
seguono la prostatectomia perineale. 


RESUME 


Bien que plusieurs auteurs aient de 
temps en temps attiré |’attention, surtout 
en Europe, sur la voie d’approche prosta- 
tique ischiorectale, celle-ci a été négligée 
par les urologues du monde entier. 

L’auteur résume sa technique d’adéno- 
tomie prostatique juxtasphinctérienne 
ischiorectale et commente sa statistique. 

La technique décrite présente tous les 
avantages de la voie d’approche périnéale, 
et elle est plus facile a exécuter. 

La fosse ischiorectale, 4 travers laquelle 
lopération est pratiquée, est presque 
exempte de structures anatomiques impor- 
tantes, de sorte qu’elle procure une voie 
d’approche favorable. 

Bien que les urologues aient déja ap- 
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pliqué des techniques ischiorectales, ils 
insérent en général la paroi postérieure de 
la capsule prostatique pour  pratiquer 
l’adénomectomie. 

L’auteur insiste sur les raisons anatomi- 
ques qui expliquent pourquoi la capsulo- 
tomie latérale doit étre préférée afin d’évi- 
ter les complications qu’entraine ‘en 
général la prostatectomie périnéale. 


RESUMEN 


Aunque de cuando en cuando algunos 
autores, especialmente europeos, han lIla- 
mado la atencion sobre la via isquiorrectal 
para la cirugia de la préstata, esta via 
parece haber sido olvidada por los urélogos 
de todo el mundo. 

El] autor resume su técnica de prosta- 
tectomia isquiorrectal yuxtaesfinteriana y 


comenta sus resultados. 


La técnica citada tiene todas las venta- 
jas de la via perineal pero resulta mas 
facil. La fosa isquiorrectal, a través de 
la cual se hace la intervencion, esta despro- 
vista de estructuras anat6émicas importan- 
tes y por ello proporciona un excelente 
abordaje a! prostata. 

Los urélogos que antes de ahora han 
trabajado con ténicas isquiorrectales, 
generalmente abren la pared posterior de 
la celda prostatica para hacer la prostatec- 
tomia. El autor insiste en las razones 
anatémicas que justifican el que la cap- 
sulotomia lateral deba ser preferida, con 
el fin de evitar las complicaciones habitua- 
les consecutivas a la prostatectomia peri- 
neal. 


SUMARIO 


A via de acesso isquioretal tem sido re- 
petidas vezes lembrada por diversos auto- 
res especialmente na Europa e ainda per- 
manece esquecida dos urologista em todo 
o mundo O A. apresenta sua tecnica e tece 
comentarios sobre a adenectomia protatica 
isquio retal justaesfincteriana. Menciona 
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todas as vantagens da via perineal e a 
facilidade da execucao. A fossa isquiretal 
nao possue tao importantes estruturas 
anatomicas de maneira que constitue uma 
boa via de acesso para a prostata. 

Embora do conhecimento dos urologis- 
tas habitualmente abrem a parede poste- 
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rior da capsula protatatica para realizar a 
adenomectomia. 

O A. realea as razdes anatomicas que 
justificam porque a capsulotomia lateral 
pode e deve ser feita de modo a evitar as 
complicacées usuais que se seguem a pros- 
tatectomia perineal. 

































The intimate association of the eye with religious symbolism made the study of 
the eyes difficult for thousands of years. On the other hand, people living in areas, 
such as the Middle East, anvil of our civilization, exposed to unceasing sandstorms 
that caused ocular irritations, often followed by infection and blindness, were 
desperately in need of a solution to this pressing problem. That is why in ancient 
Egypt, as among the Arabs more than a thousand years later, there prevailed on 
one hand a servile submission to dogmatic Galenic ophthalmology, and on the other 
persistent attempts to develop ocular techniques and medications for eye diseases 
such as ophthalmia, cataract, and trachoma. Even so, the recurring mention of 
blind beggars in the legends of ancient Egypt and in The Arabian Nights bears 
witness to the frequency of blindness among Oriental peoples. 

But the crucial change in the history of ophthalmology occurred in the Renaissance, 
with Leonardo da Vinci’s Eye Codex and particularly with his new “visual” attitude, 
his unflagging determination to saper vedere—to know how to look at the world and 
at man with eyes freed of the medieval cobwebs, to observe, describe and portray 
things as they really were instead of distorted, as fear-ridden, prejudice-bound 
medieval man portrayed them in allegories and symbolism. It was this desire of 
the Renaissance artist to look at things closer and better that led to the study of the 
visual function and to a better knowledge of the organ involved in such function. 
Ophthalmology owes indeed a great debt to da Vinci and the Renaissance painters, 
not so much for their contribution to the anatomical study of the human eye, as 
for their having aroused a new and passionate interest in the act of seeing, in how 
to look at things, in the use of sight as man’s most precious instrument for exploring 
the world around him. 

—Marti-I] banez 








Suprapubic One-Stage Prostatectomy 


with Primary Closure of the Bladder 


GEORGE H. EWELL, M.D., F.A.C.S., F.I.C.S., D.A.B. 


MADISON, WISCONSIN 


UELLER and his co-workers, in a 
previous paper on this subject, 
pointed out that in the hands of 

the urologic surgeon good results follow 
all types of operation for the relief of 
obstructive prostatic disease. They also 
noted that with the availability of whole 
blood for transfusions, the antibiotics and 
the sulfonamides, and the refinements in 
anesthesia it is now possible to carry out 
any type of prostatic operation on patients 
who, because of concurrent disease, were 
formerly considered subjects for palliative 
procedures only. 

Thumann and Stump, in 1952, reported 
a series of 100 cases of transvesical pros- 
tatectomy with primary closure. They 
concluded that this procedure, when com- 
pared with other methods of transvesical 
prostatectomy employing some form of 
pack, bag or drain, resulted in lower total 
hospitalization, a decrease in the number 
of postoperative days in the hospital, a low 
incidence of urinary sepsis and a pro- 
nounced decrease in surgical complica- 
tions. 

I have employed a method of one-stage 
suprapubic prostatectomy with primary 
closure of the bladder, which in my hands 
has simplified hospital care and decreased 
the morbidity and mortality rates. The 
patients leave the hospital voiding satis- 
factorily and, in the majority of instances, 
with the suprapubic wounds healed with- 
out urinary leakage, 
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A brief outline of the technic is as 
follows: A longitudinal suprapubic inci- 
sion is usually made. The rectus abdominis 
fascia is incised and the muscles separated. 
The peritoneum is reflected and the blad- 
der exposed and opened. The bladder wall 
at the lower angles of the incision is tem- 
porarily sutured to the anterior abdominal 
wall. Exposure of the vesical neck is 
thereby greatly facilitated and the space 
of Retzius protected; extension of the 
incision through the commissure provides 


greater exposure and facilitates enuclea- 


tion and control of bleeding. If one elects 
to employ the transcommissural incision, 
the bladder is not sutured to the abdominal 
wall. Ordinarily the prostate is digitally 
enucleated. In many cases, sharp and 
digital enucleation of the gland is em- 
ployed. Use of the scissors minimizes tear- 
ing of the mucosa and stripping of the 
mucosa with subsequent bleeding. After 
the enucleation a large oxycel gauze cone 
is placed in the prostatic fossa, with a 
gauze sponge for compression. A vas def- 
erens ligation is then performed. The 
oxycel cone is removed, the vesical neck 
trimmed of tags and all bleeding points in 
the mucosol rim fulgurated or suture- 
ligated. 

In my hands, time is required to do a 
suprapubic prostatectomy. I have never 
been impressed with small incisions, blind 
enucleations and the necessity for unusual 
speed in the performance of the operation. 

In the majority of cases a No. 24 F. 
Coppridge bag urethral catheter, which is 
of a whistle-tip type, is routinely used. 
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Two layers of a small oxycel gauze cone 
are practically always used. The gauze is 
tied around the catheter just below the 
bag, and the bag is drawn into the pros- 
tatic bed. The gauze is tamped around the 
rim and the bag adjusted and inflated. 
Overdistention is avoided. In most cases 
25 to 30 cc. usually suffices. If larger 
quantities are necessary to control the 
bleeding, some of the fluid is released in 
four to six hours. 

The bladder is freed from the abdominal 
wall and closed in layers. A running su- 
ture of No. 0 plain catgut is used for the 
mucosa and a running suture of No. 1 
chromic catgut in the muscular layer. A 
Penrose cigarette drain is placed in the 
prevesical space, The wound is closed in 
layers. The skin suture is a figure-of-eight 
silkworm gut. Before the patient leaves 
the operating room, the catheter is irri- 
gated and is attached to a continuous 
closed drainage apparatus. Postopera- 
tively the patient is given the usual medic- 
aments for pain and discomfort, and food 
and fluids are taken by mouth as tolerated. 

Each patient is given dextrose solution 
intravenously during the operation, and 
whole blood if indicated. Thirty-one pa- 
tients did not require blood, and 76 were 
given 1 unit. One patient with hemor- 
rhage (hypothrombinemia) received 7 
units. The average was a small fraction 
over 1 unit of blood per patient. One of 
the broad spectrum antibiotics is added to 
the intravenous solution, and subsequently 
the antibiotics and sulfonamides are ad- 
ministered per os if required. Irrigation 
of the bladder is done as frequently as 
necessary to maintain an open catheter. 

Recently, in some cases, I have used for 
intravenous administration a 4 per cent 
solution of urea in 5 per cent dextrose in 
water, 3,000 or 4,000 cc. being given in the 
first twenty-four hours, as outlined by 
Schlegel and his co-workers in The Journal 
of Urology (“A Physiological Approach to 
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The author presents a series of 
cases in which primary closure of 
the bladder was employed after a 
one-stage suprapubic prostatectomy. 
The technic is briefly described, and 
a summary of the results is included. 
In the author's opinion the operation 
can be employed in cases of medium 
or large adenomatous hyperplasia 
or of hyperplasia in which there are 
associated. malignant changes re- 
gardless of associated general dis- 
ease, if the patient is considered a 
candidate for any type of curative 
prostatic operation. 

The early return of good bladder 
function and the early subsidence of 
urinary infection have been most 
gratifying. 

Incontinence of urine has not oc- 
curred in any of the author's cases 
of this type. Stress and urgency in- 
continence do occur, but with ap- 
propriate chemotherapy, etc., epi- 
thelization of the prostatic fossa 
rapidly occurs, and the patient's vesi- 
cal function is no problem. The in- 
cidence of strictures of the urethral 
meatus and of the urethra itself has 
been practically nil. 











Bladder Irrigation in Gross Hematuria’”’). 
We propose to continue my observations 
with this procedure. 

Twenty-four hours after the operation 
some fluid is released from the bag; 10 to 
15 ce. is left to hold the catheter in place. 
Irrigation with physiologic solution of 
sodium chloride is usually necessary at 
this time, to remove pieces of oxycel gauze 
that have been loosened. In most of my 
cases the Coppridge catheter has been re- 
moved on the fourth day and a No. 20 F. 
Foley catheter inserted. The latter is 











then removed on the seventh day. I pre- 
fer to do this, as all the remnants of the 
oxycel can be removed by gentile irriga- 
tion, but I have learned that the bag with 
a capacity of 5 ce. will frequently slip into 
the prostatic bed and not drain properly. 
I have found that if I use 7 to 10 ce. of 
water in the bag, this difficulty does not 
occur as often. 

This study includes a review of 137 
cases, all managed according to the technic 
outlined. No attempt was made at selec- 
tion of patients, when the gland was 
medium or large, irrespective of the pa- 
tient’s general condition and concurrent 
disease. 

The average age of the patients was 70 
years; 3 were over 90. The youngest was 
48 and the oldest 95. 

The case of the youngest patient was 
unusual. His height was 5 feet 10 inches 
and his weight 235 pounds (106.5 Kg.). 
He consulted his physician because of 
hematuria. A urine specimen was re- 
ported as containing atypical or tumor 
cells, probably prostatic in orgin. The 
clinical diagnosis was carcinoma of the 
prostate and left renal calculus. Through 
a transvesical and transcommissural in- 
cision an operation combining total pros- 
tatectomy and seminal vesiculectomy was 
performed. At the completion of the 
operation, bleeding was considered ade- 
quately controlled. The bladder was closed 
in the usual fashion. During the after- 
noon bleeding occurred, and the bladder 
was reopened. The bleeding was due to 
inadequate ligation of a vascular pedicle. 
This was corrected and the bladder again 
closed. The prostate weighed 45 Gm. 
Postoperative recovery was without in- 
cident; a febrile reaction to 101 F. oc- 
curred for two days. After removal of the 
urethral catheter suprapubic drainage 
occurred on several occasions, and re- 
closure of the wound was done. The pa- 
tient was given a total of 5 units of blood 
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and was discharged on the thirtieth day 
after the original prostatectomy. Urgency 
with slight incontinence was troublesome 
for a time; at the time of writing, eighteen 
months later, he has normal vesical func- 
tion, and there is no demonstrable evi- 
dence of recurrence of the carcinoma. 

The oldest patient, age 95, was admitted 
in retention; the prostate weighed 76 Gm. 
He was given 1 unit of blood and was dis- 
charged on the thirteenth postoperative 
day. (The average age of all the patients 
was 70 years plus, and the average weight 
of the prostates removed 57 Gm.) 

The largest gland weighed 338 Gm, The 
patient, aged 62, was a person of subpar 
mentality. He was brought to the Clinic 
because of a supposed abdominal tumor. 
It was estimated that the amount of resid- 
ual urine was 4,425 cc. A febrile reaction 
to 104 F. occurred on the third postopera- 


‘tive day, after which the temperature fell 


below 100 F. Leakage occurred, requiring 
a Foley catheter for seventy-two hours. 
The patient was discharged from the hos- 
pital on the twenty-first postoperative day. 
He was given 1 unit of blood. 


Included in this series were 5 patients 
who had previously undergone supra- 
pubic cystotomy; primary closure of the 
bladder was done after the prostatectomy. 
Three of the patients had chronic azotemia 
and anemia. One of these had worn a 
suprapubic tube for three years. On ad- 
mission the value for nonprotein nitrogen 
was 72 mg. and that for hemoglobin 68 
per cent. During his stay in the hospital 
the patient was given 4 units of blood, 
and at the time of discharge the non- 
protein nitrogen and the hemoglobin lev- 
els were practically the same. One pa- 
tient had a severe cardiac disease, diabetes 
and hemiplegia. Leakage occurred in only 
1 case, requiring a Foley catheter for 
forty-eight hours. A febrile reaction to 
over 100 F. occurred in only 1 case, that 
of the patient who had worn the supra- 
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pubic tube for three years. There was one 
reading to 103 F. The average postopera- 
tive hospital stay of these 5 patients was 
fifteen days. 

As would be expected in a series of 
patients undergoing prostatic operations, 
many suffered from the usual degenera- 
tive diseases encountered in patients of 
this age group, such as arteriosclerotic 
heart disease and hypertension. Thirty- 
two were listed as having severe cardiac 
disease. In several instances the retention 
of urine had been precipitated by a coro- 
nary episode or cardiac failure, 

Duodenal ulcer was present in 3 pa- 
tients, in 2 of whom the retention had been 
precipitated by gastrointestinal hemor- 
rhage. 

Eight patients were diabetic (which 
usually presents no problem); 3 were 
hemiplegic, and 3 had Parkinson’s disease. 
It has been my impression that patients 
with Parkinson’s disease tolerate all types 
of surgical intervention very well. 

Associated Pathologic Conditions.—Car- 
cinoma: In 16 cases carcinoma of the pros- 
tate was diagnosed either clinically or by 
pathologic examination, or both. As I 
have already stated, when there is adeno- 
matous hyperplasia with changes suggest- 
ing carcinoma, I prefer to do the suprapu- 
bic operation if the prostate is medium- 
sized or large. In some of these instances 
total prostatectomy is done. In 1 case 
there was osseous metastasis. 

Abscess: Prostatic abscess was observed 
in one lobe of a patient aged 62, admitted 
afebrile and in retention of ten days’ 
duration. He had a history of obstructive 
symptoms of two or three years’ duration. 
The acute symptoms began with frequency, 
dysuria and gradually increasing difficulty 
of urination and fever. I was not im- 
pressed with the possibility of an abscess 
at examination. 

Vesical Neoplasms and Calculi: There 
were 2 patients who had vesical neoplasms, 
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and these were excised with the electro- 
surgical loop. There were 2 cases in which 
associated vesical calculi were present. 

Retention: Fifty-six of the patients were 
admitted in retention of varying duration, 
and in 6 instances the retention was asso- 
ciated with or due to gross hematuria. 

Surgical Operations: Thirteen patients 
had undergone previous prostatic opera- 
tions. One transurethral resection had 
been performed on each of 3, and 2 had 
undergone two resections over periods 
varying up to 12 years earlier. 

One had been subjected to a two-stage 
suprapubic prostatectomy elsewhere one 
year earlier. There were malignant 
changes. Leakage of urine occurred post- 
operatively, which did not require a Foley 
catheter. 

As for the other 2, I had done a two- 
stage suprapubic prostatectomy on 1, aged 
82, twelve years earlier because of impas- 
sable urethral strictures. On the other, 
aged 70, I had done a one-stage suprapubic 
prostatectomy eleven years earlier. In 
both cases postoperative recovery was 
uneventful, with no leakage of urine and 
no hemorrhage. 

Postoperative Results and Surgical Com- 
plication.—Deaths: There were 3 deaths in 
the series. A 61-year-old patient with 
cardiac disease, admitted because of reten- 
tion, died on the eighth postoperative day. 
Autopsy disclosed a pulmonary embolism. 
A 62-year-old patient died on the eleventh 
postoperative day of pulmonary embolism. 
A 74-year-old patient had undergone a 
transurethral resection in 1948 and again 
in 1951, after which gross hematuria had 
recurred at frequent intervals. He was 
admitted in retention and gross hematuria 
and died on the thirteenth postoperative 
day of bilateral bronchopneumonia. Au- 


topsy disclosed a clear cell carcinoma of 
the right kidney. 

Postoperative Hemorrhage: Postopera- 
tive hemorrhage or hemorrhages occurred 











in 10 patients. In 3 the patients were 
returned to the operating room on the 
afternoon or evening of the same day and 
the bladder reopened. The bleeding was 
controlled by electrocoagulation or suture 
ligature and the bladders reclosed. One 
patient had leakage that required a Foley 
catheter for twenty-four hours. 

Seven patients had bleeding from the 
fifth to the seventeenth day, requiring 
cystoscopy and fulguration of bleeding 
points. In 3 patients there was no leak- 
age. In 1 patient leakage occurred that 
required reclosure of the sinus with the 
region under local anesthesia. In 1 case, 
on the thirteenth day, bleeding occurred 
that required a Foley catheter for only 
forty-eight hours; there was no leakage. 
Bleeding occurred in another patient on 
the seventeenth day after he had been 
discharged from the hospital and was 
controlled by a Foley catheter; drainage 
lasted for twenty-four hours at home. 

In the most troublesome case of hemor- 
rhage the patient had three episodes of 
severe bleeding extending over twenty- 
four days and was given a total of seven 
transfusions, the largest number given a 
single patient. All the episodes were con- 
trolled by cystoscopy and fulguration. 
Several episodes of urethral bleeding and 
gross hematuria were controlled with 
Foley catheter drainage. The prostatic 
bed was filled with a mass of granulation 
tissue. This was one of my earlier cases, 
and because of the size of the prostate 
a large cone of oxycel gauze was used on 
the catheter. It was my impression that 
this was the only case in which the oxycel 
gauze may have acted as a foreign body 
and produced excessive granulation tissue ; 
studies of the blood in this case, however, 
revealed hypothrombinemia. 

Hypothrombinemia, or Prothrombin De- 
ficiency: Hypothrombinemia was observed 
in 4 cases. There were indications, from 


the histories, that the patients had had a 
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tendency to bleed freely from cuts, etc., 
and this tendency was observed at opera- 
tion. In patients with such a history I 
now determine prothrombin time, etc., 
routinely, and at operation if there is 
more than the usual tendency to bleeding. 
I do not do this routinely in all cases. 
Leakage: There was no leakage noted in 
101 cases. In the 2 patients who died of 
pulmonary embolism there had been no 
leakage to the eighth, the tenth and the 
eleventh postoperative days; in 2 the 
catheters had been removed and the pa- 
tients were voiding without difficulty. 
Leakage occurred in 12 patients that 
was twenty-four hours or less in duration. 
A Foley catheter was not required. Leak- 
age occurred in 20 patients for forty-eight 
hours or longer, requiring Foley catheters. 
In some of these instances two or three 
episodes of Foley catheter drainage were 


‘required. 


Phlebothrombosis: Each of 2 patients 
had phlebothrombosis in one leg. In 1 
case there was associated epididymitis. 
Another patient had phlebothrombosis in 
one leg; five months earlier he had been 
hospitalized for over a month because of 
phlebothrombosis in the opposite leg. In 
1 patient bilateral superficial ligations of 
the saphenous vein were done prior to the 
prostatic operation. To all patients with 
varicosities I apply ace bandages from 
the foot to the thigh on the day prior to 
operation, and the foot of the bed is main- 
tained in elevation for several days post- 
operatively. 

Osteitis Pubis: Strangely and discon- 
certingly, 3 instances of osteitis pubis have 
occurred in this series of cases, there 
having been none in a series of 94 preced- 
ing cases. Approximately ten years had 
elapsed since I had previously observed 
this complication in 3 patients, in 1 of 
whom it followed a two-stage prostatec- 
tomy and in the other 2 a one-stage pros- 
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tatectomy without primary closure of the 
bladder. 

Of patients in the present series, I.J.H., 
aged 80, with diabetes, was transferred 
from an out-of-city hospital where he had 
been confined for twelve days or so be- 
cause of hemorrhage from a duodenal 
ulcer followed by retention of urine. He 
had had three such episodes of hemorrhage 
during his lifetime, the other two without 
retention. Eighteen years prior to this 
admission I had amputated his penis for 
epithelioma. His postoperative recovery 
was without incident. A febrile reaction 
to 101.8 F. occurred on the day of opera- 
tion and subsided to normal on the fifth 
postoperative day. A small hematoma 
developed, with some serous drainage for 
a few days. He was discharged on the 
thirteenth postoperative day. He was re- 
admitted thirty days after this operation 
with the typical history and roentgen 
signs of osteitis pubis. Because of the dia- 
betes and the duodenal ulcer the steroid 
products could not be used, and he was 
given a course of high voltage roentgen 
therapy, with prompt relief. 

C. H., aged 83, an asthmatic patient in 
cardiac decompensation with edema, was 
admitted in retention. His postoperative 
recovery was without incident. There was 
a febrile reaction to 101 F. on the day of 
operation, which subsided to normal on 
the third postoperative day. The wound 
healed primarily; there was no urinary 
leakage, and the patient was discharged on 
the fourteenth postoperative day. He was 
readmitted thirty days after the operation 
with the typical history and roentgen 
evidence of osteitis pubis, the symptoms 
having begun several days earlier. Proc- 
toscopic examination, done because of 
slight rectal bleeding, demonstrated a 
polypus in the rectum undergoing carcino- 
matous changes. Steroid therapy was 
administered over an extended period, 
together with roentgen therapy directed 
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to the rectal lesion and the involved bones 
of the pelvis. Pain and disability per- 
sisted for several weeks. 


H. S., aged 79, had leakage of urine 
after the prostatectomy and required the 
replacement of a Foley catheter on two 
different occasions over a period of 
twenty-one days. A febrile reaction to 
101 F. occurred on the day of operation 
and subsided to normal on the third post- 
operative day. He was readmitted four 
weeks after the operation with the typical 
history and roentgen evidence of osteitis 
pubis. He was given the cortisone deriva- 
tives, with gradual improvement generally 
and good control of pain. He was dis- 
charged on this therapy. When the drug 
was withdrawn at the end of approxi- 
mately four weeks the pain recurred and 
he was readmitted. Steroid therapy was 
continued, together with high voltage 
roentgen therapy, with gradual and satis- 
factory improvement. 

Febrile Reaction, Chills: A single chill 
occurred in 9 instances; there were no 
instances of more than one chill. The 
longest duration of the febrile reaction, 
exclusive of a fatal case, was ten days; it 
occurred in a case of phlebothrombosis. 
There were one of seven days’ duration, 
one of five days’ duration and two of four 
days’ duration. 

Temperatures of less than 100 F. were 
recorded in 45 instances and temperatures 
to 100 F. in 27 instances; to 101 F. in 44 
instances; to 102 F. in 12 instances; to 103 
F. in 5 instances, and to 104 F. (once) in 
4 instances. I repeat that, for the type of 
case involved, the incidence of febrile re- 
actions would compare favorably with that 
observed with all other types of prostatic 
operation. 

Epididymitis: Epididymitis (unilateral) 
occurred in 5 patients, 2 of whom had 
undergone cystoscopy prior to operation. 
Vasitis (unilateral) occurred in 1 case. In 
none of the cases were the complications 

















particularly disabling, nor did they pro- 
long the hospital stay. As has been stated, 
I do the vasectomy at the time of the 
operation, and in view of the low incidence 
of the complication I do not consider it 
advisable to do the procedure routinely at 
the time of the patient’s admission. 

Wound Infections and Dehiscence: De- 
hiscence of the wound due to infection did 
not occur, and in only 2 instances was 
there a Staphylococcus aureus infection, 
which delayed the patient’s discharge for 
a few days. There were 9 instances of 
hematoma of the wound, in 1 of which 
reopening was required to evacuate the 
clots and control the bleeding. The others 
responded to simple evacuation of the clots 
and serum, with no delay in healing. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Der Verfasser berichtet iiber eine Reihe 
von Fallen, bei denen nach einzeitiger 
suprapubischer Prostataresektion eine 
primaire Schliessung der Harnblase vor- 
genommen wurde. Nach kurzer Beschrei- 
bung der Technik wird eine Zusammenfas- 
sung der Behandlungserfolge gegeben. Der 
Verfasser glaubt, dass, wenn der Patient 
als geeignet fiir irgendeine Form einer zur 
Heilung fiihrenden Prostataoperation an- 
gesehen wird, der Eingriff sich ohne Riick- 
sicht auf gleichzeitig bestehende Allge- 
meinerkrankungen in Fallen von mittlerer 
oder starker Hyperplasie der Driise oder 
von Hyperplasie mit bésartigen Verdnde- 
rungen anwenden lasst. 

Die friihzeitige Wiederherstellung guter 
Blasenfunktion und das rasche Verschwin- 
den von Harninfektionen waren héchst be- 
friedigend. 

Bei keinem dieser Falle des Verfassers 
kam es zur Harninkontinenz. Unwillkiir- 
liches Harnlassen infolge von Belastung 
und Harndrang kommt vor; unter geeig- 
neter chemotherapeutischer Behandlung 
usw. tritt aber eine rasche Epithelisierung 
des Prostatabettes ein, und die Blasen- 
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funktion des Kranken stellt kein Problem 
dar. Strikturen der Harnleitermiindungen 
und der Harnleiter selbst kamen praktisch 
nicht vor. 


RESUME ET CONCLUSIONS 


L’auteur présente une série de cas dans 
lesquels il a pratiqué la fermeture primaire 
de la vessie aprés une prostatectomie sus- 
pubienne en un temps. La technique est 
briévement décrite, avec un résumé des 
résultats obtenus. L’auteur pense que 
cette opération peut étre utilisée dans les 
cas d’hyperplasie adénomateuse impor- 
tante ou moyenne ou d’hyperplasie associée 
a des modifications malignes indépendam- 
ment d’une affection générale concomi- 
tante si le malade est considéré comme 
pouvant subir une opération selon l’une 
ou l’autre des techniques prostatiques. 

Le retour précoce d’une bonne fonction 


vésicale et la disparition de l’infection 


urinaire se sont révélés des plus satis- 
faisants. 

L’auteur n’a noté aucune incontinence 
urinaire dans cette série de cas. II se 
manifeste des incontinences 4 la suite d’un 
stress, mais grace a la chimiothérapie, etc, 
l’épithélialisation de la fosse prostatique 
survient rapidement .et la fonction vésicale 
ne présente pas de probleme. II n’y a 
pratiquement pas eu de rétrécissement du 
conduit urétral ni de l’urétre luiméme. 


RIASSUNTO E COCLUSIONI 


L’autore presenta una serie di casi in 
cui esegui la chiusura primaria della 
vescica dopo prostatectomia soprapubica 
in un tempo. Descrive brevemente la tec- 
nica e presenta un riasunto dei risultati. 
Egli é dell’opinione che |’intervento possa 
essere impiegato nei casi di iperplasia 
adenomatosa di medio o grande volume o 
di iperplasia associata a lesione maligna, 
indipendentemente da qualunque altro ele- 
mento. 
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Ha ottenuto una precoce ricomparsa 
delle funzioni vessicali normali e una ra- 
pida remissione dell’infezione urinaria. 
Non si é verificato nessun caso di inconti- 
nenza di urina Puo aversi, invero, qualche 
disturbo della minzione, ma con una appro- 
priata chemioterapia si ottiene una rapida 
riepitelizzazione della loggia prostatica, 
per cui la funzione vescicale si normalizza, 
Praticamente non si sono avute stenosi del 
meato uretrale né dell’uretra. 


RESUMEN Y CONCLUSIONES 


EF! autor presenta una serie de casos en 
los cuales se practicé un cierre primitivo 
de la vejiga después de una prostatectomia 
supraptbica en un tiempo. Se describe la 
técnica brevemente y se inclina un re- 
sumen de los resultados obtenidos. Es 
la opinién de] autor que la operacién debe 
ser empleada en casos de_hiperplasia 
adenomatosa mediana o grande, o cuando 
la hiperplasia es acompafiada de degenera- 
ciones malignas sin que tenga importancia 
la associacion de enfermedades generales 
si el paciente es considerado como candi- 


EWELL: SUPRAPUBIC PROSTATECTOMY 


dato para cualquier clase de operacién 
prostatica curativa. 

Han sido de lo mas satisfactorios el 
protno retorno a la buena funcién de la 
vejiga y la rapida desaparicion de la infec- 
cidn urinaria. 

En ningtin caso el autor ha producido 
incontinencia urinaria. Pueden presen- 
tarse disuria y micién imperiosa, pero con 
la quimioterapia adecuada se produce 
rapidamente la epitelizacién de la fosa 
prostatica por lo que la funcién vesical 
ya no es un problema. Practicamente no 
se ha presentado nunca la estrechez del 
meato uretral ni de la uretra. 
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The popular lore of all nations testifies that duplicity and cunning, together with 
bodily strength, were looked upon, even more than courage, as heroic virtues by 


primitive mankind. 


To overcome your adversary was the great affair of life. 


Courage was taken for granted. But the use of intelligence awakened wonder and 


respect. 


Stratagems, providing they did not fail, were honourable; the easy mas- 


sacre of an unsuspecting enemy evoked no feelings but those of gladness, pride, and 
admiration. Not perhaps that primitive men were more faithless than their descend- 
ants of to-day, but that they went straighter to their aim, and were more artless in 
their recognition of success as the only standard of morality. 





—Conrad 
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many advantages over the abdominal 

route, i.e., a shorter operating time, less 
anesthesia, lower morbidity and mortality 
rate and fewer postoperative complica- 
tions, such as ileus or thrombophlebitis. 
Wound infection, of course, is nonexistent. 
In spite of the many advantages of vaginal 


L our opinion vaginal hysterectomy has 
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The cases of 81 patients on whom 
vaginal hysterectomy was performed 
after they had undergone previous 
pelvic surgical procedures are tabu- 
lated. These cases represent 21.04 
per cent of the vaginal hysterecto- 
mies performed at the Jefferson 
Davis Hospital over a period of six 
years. In the light of the resulting 
data, the authors do not consider 
previous pelvic surgical treatment a 
contraindication to vaginal hysterec- 
tomy; on the contrary, they consider 
this operation the more desirable be- 
cause of the earlier procedures. 














hysterectomy, we consider certain cases 
better suited for the abdominal approach; 
e.g., patients with large fibroids, extensive 
adnexal disease or pelvic malignant tumor. 
The patients best suited for the vaginal 
approach are those who have descensus 
uteri with varying degrees of relaxation of 
the pelvic floor. There is, then, a large 
group of patients who can be treated in 
either way, and the skill and training of 
the operating surgeon is usually the chief 
deciding factor; the broader the training 
and experience, the more the surgeon leans 
toward the vaginal approach. 

It is frequently necessary to perform 
hysterectomy on patients who have under- 
gone one or more pelvic operations. In 
fact, many of these patients’ symptoms 
can be attributed to such procedures. One 
of the frequently mentioned contraindica- 
tions to vaginal hysterectomy is previous 
pelvic surgical treatment. In our ex- 
perience, this has not proved valid. To 
substantiate this, we now present data on 
vaginal hysterectomies performed upon 
patients who had undergone previous 
pelvic operations. 

During the six-year period between July 
1, 1952, and June 30, 1958, 385 vaginal 
hysterectomies, with and without repair, 
were performed in the gynecologic service 
of the Jefferson Davis Hospital. During 
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the same period of time, 1,430 hysterec- 
tomies of all types were performed. All 
of these were clinic cases operated upon 
by the resident staff of the hospital under 
the supervision of the attending staff. 
Eighty-one vaginal hysterectomies were 
performed on patients who had previously 
undergone pelvic operations. This rep- 
resents 21.04 per cent of the total. 

The technic used has been previously 
presented and discussed. In dealing with 
equivocal cases, it is our policy to schedule 
them for vaginal hysterectomy and pos- 
sible laparotomy, to insure that all in- 
struments are available. The first step 
is a preliminary colpotomy. The pelvis 
is then explored to determine whether or 
not the vaginal approach is feasible. If it 
is not, the bladder is reflected upward, the 
anterior cul de sac opened and the car- 
dinal and uterosacral ligaments ligated, as 
are the uterine arteries. The uterus is 
then pushed into the abdominal cavity and 





TABLE 1.—Types of Previous Operations 








No. of 

Operation Patients 
Low cesarean section (1 or more) 10 
Abdominal tubal ligation 12 
Vaginal tubal ligation 2 
Tubal ligation & uterine suspension 2 
Tubal ligation & removal of one ovary 3 

Tubal ligation & excision of gangrenous 

bowel 1 

Uterine suspension & bladder advancement Y fas 
Ventrofixation of uterus 11 
Removal of ovarian cyst 4 
Anterior & posterior repair 1 
Watkins interposition operation 1 
iliac embolectomy 1 
High amputation of cervix | 
Drainage of cul de sac abscess 2 
3ilateral salpingectomy 7 
Bilateral salpingo-oophorectomy 2 
‘Jnilateral salpingectomy 8 
Repair of ruptured uterus 1 
yomectomy 5 
Total 81 





*One of these patients also underwent anterior and pos- 
erior repair; another, two suspensions. 
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TABLE 2.—Indications for Vaginal Hysterectomy 





Uterine prolapse and/or cystocele, 

rectocele, etc. 60 
Persistent benign menopausal bleeding 11 
Persistent benign postmenopausal bleeding 2 
Carcinoma in situ (cervix) 2 
Stress incontinence (only) 2 
Uterine myomas (symptomatic) 2 
Uterine descensus & right ovarian cyst I 
Severe pelvic pain (pelvic congestion 

syndrome) I 


Total _ 81 








TABLE 3.—T ype of Procedures Performed 





Vaginal hysterectomy only 9 
Vaginal hysterectomy, anterior and 

posterior repair 57 
Vaginal hysterectomy, anterior repair 3 
Vaginal hysterectomy, posterior repair 1 
Vaginal hysterectomy, anterior and 

posterior repair, repair of 3° laceration 3 
Vaginal hysterectomy, unilateral adnexec- 

tomy 5 


Vaginal hysterectomy, bilateral adnexectomy 3 


Total 81 





the peritoneum closed. If repair is needed, 
it is now done in the usual manner. The 
abdomen is then opened, and the re- 
mainder of the hysterectomy and/or ad- 
nexal operation completed, usually without 
any difficulty. 

There were no failures in this series, 
as no patient required a laparotomy to 
complete the procedure. No serious prob- 
lems were encountered during the opera- 
tions. Frequent adhesions between pelvic 
structures, omentum and loops of intes- 
tine were encountered, but these were as 
easy to dissect free vaginally as abdomi- 
nally. Diseased adnexae were removed on 
several occasions because of inflammatory 
disease or endometriosis. This was ac- 
complished without difficulty. 

Only one major postoperative complica- 
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tion was encountered; bleeding occurred 
from one ovarian pedicle. Six hours after 
the operation laparotomy was done and 
the ovarian pedicle resutured. The patient 
had an uneventful recovery. Vaginal hys- 
terectomy was chosen for this patient be- 
cause of bleeding uterine myomas. The 
uterus was about the size of a three 
months’ pregnancy. 

In 6 patients cuff abscesses developed 
and were treated with antibiotics and sitz 
baths. All drained spontaneously. Reten- 
tion of urine occurred with its usual fre- 
quency after anterior repair. 


COMMENT 


Much of the previous surgical treatment 
given these patients might be classified as 
incomplete, because a hysterectomy should 


have been done at the time of the earlier _ 


operation. If a pelvic laparotomy is done 
on a woman made sterile by pelvic disease, 
hysterectomy is probably the most im- 
portant part of the procedure and should 
be done. Likewise, if a pelvic laparotomy 
is contemplated for a patient made sterile 
by a previous operation, e.g., bilateral sal- 
pingectomy, bilateral adnexectomy or 
tubal ligation, we consider hysterectomy 
mandatory. 

In such cases the vaginal approach of- 
fers an advantage, because many of these 
patients abhor the idea of another ab- 
dominal procedure but are willing to ac- 
cept the vaginal approach without such 
fear. In addition, the vaginal approach 
probably lessens the chance of subsequent 
intestinal obstruction since the frequency 
of such obstruction tends to increase with 
multiple laparotomies, 


ZUSAM MENFASSUNG 


Es wird iiber 81 Patientinnen berichtet, 
an denen eine vaginale Gebairmutterresek- 
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tion ausgefiihrt wurde, nachdem andere 
chirurgische Eingriffe am kleinen Becken 
vorangegangen waren. Diese Gruppe stellt 
21,04 Prozent der innerhalb von sechs 
Jahren ausgefiihrten vaginalen Gebarmut- 
terresektionen dar. Angesichts der hier 
dargestellten Beobachtungen sehen die 
Verfasser in vorangegangenen Unterleibs- 
operationen keine Gegenindikation zur va- 
ginalen Hysterektomie, sondern halten 
sogar den vaginalen Zugangsweg fiir 
besser. 


RESUMEN 


Se presentan 81 casos de enfermas some- 
tidas a histerectomia vaginal después de 
haber sido tratadas con otras operaciones 
pelvianas. Este grupo representa el 21,4% 
de las histerectomias practicadas en un 
periodo de 6 afos. En vista de estos el 
autor no considera una operaci6n pélvica 
antecedente como una contraindicacion de 
la histerectomia vaginal; por el contrario 
tal técnica se hace mas de desear. 


RESUME 


Quatre-vingt-un cas de malades ayant 
subi une hystérectomie vaginale aprés des 
opérations chirurgicales antérieures pel- 
viennes sont rapportés. Ils représentent 
21.04% des hystérectomies pratiquées 
durant une période de six ans. Sur le vu 
des données présentées ici les auteurs ne 
considérent pas un traitement chirurgical 
antérieur pelvien comme un2 contre-indi- 
cation a l’hystérectomie vaginale qui au 
contraire rend plutot la voie d’approche 
vaginale plus opportune. 
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The immigrants who came to America were those who were dissatisfied with 
their lot in the old world. They came resigned to the privations and hardships they 
would face. It would not be an easy life and they did not expect it. They bore 
death and disease with the supreme confidence that their destiny was in the hands of 
their God, who would care for His children. To prepare for the future, for a life 
after death, was paramount. Schools were established, but advanced education was 
for the training of clergymen. Considering the status of medicine in Europe at that 
time and the attitude of colonials toward their life, there is little wonder that a 
century and a half was to lapse before a real effort was made to train physicians. 
But since the early settlers could not be too unrealistic regarding the state of their 
health, in time of sickness they turned to their leaders, the officers of government, 
and to their clergy for medical advice. 

One of the first officials who ministered to the sick was Governor Edward Winslow 
of Plymouth who, according to popular belief, saved the life of Massasoit, chief of 
the local Indian tribe, thereby saving the colony from an Indian massacre. Governor 
John Winthrop, Sr., of Massachusetts took his responsibilities so seriously that he 
obtained a list of prescriptions from a physician in England to assist him in treating 
the ill. His son, John Winthrop, Jr., who is referred to as a physician and who 
served as governor of Connecticut for a long time, became famous throughout New 
England for his medical ability. He received letters from all sections of the country 
seeking his medical advice. The clergy treated the sick also. As educated men, they 
were acquainted with the medical classics of that day and used what knowledge of 
medicine they had to prescribe for the ill. In view of these facts, it is not surprising 
that the first medical publication in the colonies to “guide” the people in how to 
treat themselves when afflicted with smallpox and measles was written by Thomas 
Thacher, minister to the Old South Church in Boston, who also acquired fame as a 
medical practitioner. 

Those responsible for the welfare of the colonists also attempted to attract trained 
practitioners. There were a number of physicians educated in the universities of 
Europe who came as immigrants or under contract for a period of time. A Dr. 
Walter Russell came to Virginia and is purported to have saved the life of Captain 
John Smith. Dr. Thomas Wotton is spoken of as the surgeon-general of the colony. 
Altogether, 15 physicians of prominence were listed among the early settlers of 
Virginia. 


—Postell 
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cedure of great potential value in sur- 

gical treatment of the crystalline lens. 
The enzyme alpha-chymo-trypsin is used 
to irrigate the anterior chamber of the 
eye, and it appears to have a selective 
lysing action on the zonular fibers; this 
gives rise to a subluxation of the lens, thus 
facilitating the removal of cataracts in- 
tracapsularly, with lessened trauma to the 
ocular tissues. This new aid merits fur- 
ther research and utilization by the oph- 
thalmic surgeon. The advantages of its 


Fr eedire ots zonulolysis is a new pro- 
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The author reviews the reported 
experience of other ophthalmic sur- 
geons with enzymatic zonulolysis in- 
duced by the enzyme alpha-chymo- 
trypsin in operations for cataract, in 
addition to which he reports his own 
experience in 69 cases and outlines 
his operative technic. In his opinion 
the enzyme facilitates extraction of 
the cataract and lessens the danger 
to ocular tissues, so that complica- 
tions are minimized. He is strongly 
convinced of the advantages of this 
new method, which in his opinion, 
warrants a thorough investigation 
and appraisal. 











use are (1) intracapsular extraction can 
be made feasible at almost any age, (2) 
extracapsular extraction may be rendered 
unnecessary, and (3) many distressing 
operative accidents and postoperative com- 
plications may be markedly reduced. I am 
indebted to Emanuel Merdinger, D.C.* for 
his critical review of the chemistry. 
Composition and Action.—Alpha-chymo- 

trypsin is manufactured under the follow- 
ing trade names: 

Chymotrase (Quimotrase), P. E. V. 

Y. A., Laboratories Molino de Rey, 

Barcelona. 

Zonylysin, manufactured by Stervac 

of Capetown and distributed by Maw 

in Great Britain. 

Alpha Chymar (also Chymar-Zon), 

manufactured and distributed by Ar- 

mour Pharmaceutical Company, Kan- 

kakee, Illinois. 

Zolyse, manufactured by Alcon Labor- 

atories, Forth Worth, Texas. 

Alpha-chymotrypsin is an endopeptidase 

with fibrinolytic and proteolytic proper- 
ties, obtained from mammalian pancreas 
as chymotrypsinogen and then purified and 
crystallized to a white powder. When 
chymotrypsinogen is activated through 
trypsin, several varieties of chymotrypsin 
(alpha, beta, gamma, delta and pi) may 
be obtained. Trypsin was obtained in the 
crystalline form from beef pancreas in 
1932, and alpha-chymotrypsin is the active 
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enzyme first crystallized by Northrop and 
Kunitz in 1935. Like crystallized trypsin, 
alpha-chymotrypsin is an endopeptidase 
and acts on peptide linkages in the protein. 
Alpha-chymotrypsin has the greatest sta- 
bility and diffusion and has more powerful 
fibrolytic and proteolytic action than has 
trypsin. It acts in direct linkages of aro- 
matic amino acids and also acts as an 
exopeptidase, hydrolyzing the external 
amino acids with a free amino group. 
Alpha-chymotrypsin also acts as an ester- 
ase on various chemical substances, such 
as the esters of phenolacetic acid.! It has 
been recognized that trypsin and alpha- 
chymotrypsin possess selective properties 
of digesting nonviable cells and tissues. 

Clinical Application.—Reports have ap- 
peared on the topical application of tryp- 
sin and chymotrypsin in the treatment of 
general surgical conditions, such as ne- 
crotic and suppurative lesions, cutaneous 
burns, osteomyelitis and infected wounds. 
Alpha-chymotrypsin for ocular pathologic 
conditions was first used in June 1955, by 
Jenkins,” to dissolve vitreous opacities in 
the eye of a 35-year-old man. Two injec- 
tions were made into the vitreous cham- 
bers of the eye, and approximately ten 
minutes after the injection the lens freed 
itself and floated free in the anterior cham- 
ber, which necessitated removal of the 
lens. Jenkins also administered chymo- 
trypsin intramuscularly to 51 patients 
with extraocular trauma, inflammation of 
the uveal tract, vitreous hemorrhage, ret- 
inal hemorrhage, diabetic retinitis, sec- 
ondary inflammation and diabetic retinal 
hemorrhage. In a personal communication 
to Raiford, Jenkins stated? that in August 
1955 he first used 1:1,000 solution of 
alpha-chymotrypsin in a cataract opera- 
tion. 

On May 28, 1957, Barraquer® first used 
alpha-chymotrypsin in a patient with mas- 
sive hemorrhage in the vitreous body, 
which had failed to become reabsorbed 
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after a year’s treatment. Three days after 
the injection of a 1:500 solution of alpha- 
chymotrypsin into the vitreous chamber 
the lens luxated into the vitreous. This led 
Barraquer to experiment with zonulolytic 
lens extractions and the effectiveness of 
the chymotrypsin’s lysing properties on 
the zonule in animals, cadavers, living 
blind human eyes which, though useless 
functionally, had an intact anterior seg- 
ment, and finally with useful eyes. He 
diluted the erystalline preparation with 
physiologic solution of sodium chloride and 
injected it into the anterior chamber of 
the eye after corneal section had been 
done. Fifteen to twenty minutes after the 
solution had come into contact with the 
anterior chamber the delicate zonular 
fibers attached to the lens capsule became 
softened and dissolved; the lens became 
luxated, and extraction was facilitated. 

Encouraging reports have appeared in 
the literature on enzymatic zonulolysis in 
cataracts of all types—senile (amber 
sclerosed, intumescent, immature); con- 
genital; traumatic; bilateral, in glaucoma- 
tous eyes, and in eyes with old iritis com- 
plicated by subsequent cataract. 

The selective action of the alpha-chy- 
motrypsin on the zonule is still unex- 
plained, and its precise biochemical action 
has not been determined. Bairati has 
studied the chemical constitution of the 
zonule. He was able to demonstrate the 
presence of a mucopolysaccharide, but the 
nature of the protein component was not 
fully clarified. He showed that the protein 
of the zonular fibers differed from other 
known structural proteins, such as col- 
lagen and elastin. Salmony* experimented 
with ox and rabbit eyes and demonstrated 
that alpha-chymotrypsin has no visible 
effect on the appearance of the zonular 
fibers but that the enzyme weakens them. 
The proteolytic action of this enzyme was 
studied on ocular tissues, such as the 
vitreous and aqueous humors and lens 
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homogenate. The zonule was not used in 
these experiments. After ten minutes 
incubation of ocular tissues in the presence 
of chymotrypsin and casein (a protein 
standard) it was demonstrated that there 
was a fairly rapid breakdown of proteins 
in all the tissues and that this reaction 
proceeded linearly with time. Salmony 
concluded, from these results, that the 
effect of alpha-chymotrypsin is not re- 
stricted specifically to the zonule, as has 
been suggested by some authors, and that 
the enzyme is capable of attacking other 
structures, such as the vitreous body. He 
did suggest, however, that there is a pos- 
sibility that the injection of the alpha- 
chymotrypsin locally over the relatively 
large surface of the zonule and its rapid 
removal by washing out restrict its action 
mainly to this structure. 

Franceschetti® observed no inflamma- 
tory, degenerative or hemorrhagic compli- 
cations directly attributable to the enzyme. 


He did note the presence of vitreous in 
the anterior chamber or _ herniation 
through the pupil in patients in whom no 
vitreous loss was detectable at the time of 
operation, in a larger precentage than in 


his ordinary cataract operations. This 
convinced him that the lytic effect of 
alpha-chymotrypsin is not a direct effect 
on the zonules, but rather on the cement 
substance present at the juncture of the 
zonule and the lens. He also considers it 
possible that the enzyme has a lytic effect 
on the hyaloid membrane, which may ex- 
plain the herniation of the vitreous 
through the pupil and into the anterior 
chamber before the operation. 

Barraquer*® carefully examined human 
eyes with the slit lamp and observed no 
alterations of the cornea, retina, iris or 
other structures during the operative 
period or later. At present, in more than 
200 cases of human enzymatic zonulolysis, 
he has encountered no adverse effects on 
the endocular structures that could be 
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attributed to the enzyme. Boyd® has 
operated on 40 eyes, 2 of which revealed 
congenital cataract in children aged 4 
years and 9 months respectively. Seven 
patients were between the ages of 17 and 
30, and 31 were over 30. There were no 
complications attributable to the enzyme, 
although the patients are still being ob- 
served for late complications, such as 
corneal dystrophy or glaucoma. Cogan’ in 
his experience with 122 cases likewise 
believes no damage results in the endocular 
structures from the use of alphachymo- 
trypsin zonulolysis. Raiford® and others, 
in a series of 60 cases, observed no un- 
toward results or direct action upon the 
corneal structures observed under slit 
lamp microscopic examination that could 
be attributed to the action of the enzyme 
on the eye. In 3 of the cases in which 
previous operations had been done for 


' cataract without the use of the enzyme, the 


hyaloid face was thinned and bulged for- 
ward in comparison to that of the fellow 
eye, in which a 1:5,000 solution of Quimo- 
trase was used. 

Walser® in 57 and Remky” in 63 cases 
of zonulolytic cataract operations, en- 
countered no detrimental consequences. 
Charamis! obtained excellent results in 
56 cases of cataract by using of alpha- 
chymotrypsin. 

Hill" reported a case of corneal vascu- 
larization after operation for cataract by 
zonulolysis in a man aged 31. This case 
suggests that alpha-chymotrypsin occa- 
sionally attacks the cornea, with conse- 
quent vascularization, to which synechiae 
may contribute. Hill recommended using 
the minimum quantity of enzyme and 
washing out the anterior chamber 
thoroughly. 

Complications.—At Operation: Some of 
the complications encountered by Cogan*» 
at operation were broken capsule, failure 
to grip the capsule, loss of vitreous fluid, 
vectis removal and a traumatic cataract in 
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a patient aged 20, in whom no lysis oc- 
curred and on whom an extracapsular 
operation was performed. Postoperatively, 
Cogan noted that any residual blood in the 
anterior chamber seemed to disappear more 
quickly than usual. His patients are ready 
for discharge at the end of seven days, 
and temporary lenses are used if available 
at that time. 

Postoperative Complications: Zorab,® 
in 26 eyes of 23 patients, encountered the 
following complications (though he has 
stated that it is difficult to know whether 
they would have occurred whether alpha- 
chymotrypsin was used or not): vitreous 
hemorrhage on the fourth day, with de- 
tachment of the retina; aggravation of 
Fuch’s endothelial dystrophy, and striate 
keratitis, which cleared up. In 1 patient 


a number of undigested zonular fibers lay 
across the face of the vitreous two months 
after the operation, but they interfered 
very little with the corrected visual acuity. 


In Cogan’s series of 122 cases, complica- 
tions occurred in 13. They included pro- 
lapse of the iris; corneal infiltration ; iritis 
and hypopyon; severe hyphemas, and 
retroversion of iris followed by secondary 
glaucoma. 

Age.—Intracapsular extraction is more 
difficult in the young patient, because of 
the strength of the zonule, and enzymatic 
zonulolysis could accordingly be of the 
greatest value. The manufacturers of 
Alpha-Chymar do not recommend its use 
for patients under 10 years of age (be- 
cause of possible vitreous loss), at least 
until further experience is gained. In 
a personal communication to me the 
Armour Laboratories also recommended 
that the enzyme should not be used for 
persons under the age of 20, because of 
possible vitreous loss. 

Some ophthalmic surgeons, however, 
have used it for very young patients with- 
out untoward results. Barraquer has suc- 
cessfully removed congenital cataracts 
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from children 2 to 3 years of age, and 
transparent crystalline lenses in cases of 
high myopia in patients 10 to 20 years 
of age. He did warn other surgeons that 
in patients under 10 years of age the 
technic is difficult and that only surgeons 
with extensive experience in the use of 
alpha-chymotrypsin in the surgical treat- 
ment of cataract surgery should attempt 
to operate on babies. 

Boyd described his experience with con- 
genital cataracts in children under 5 as 
disappointing. In his 2 cases there was 
loss of vitreous. In treating traumatic 
cataracts in patients between 17 and 30 
years of age, however, he observed that 
alpha-chymotrypsin facilitated cataract 
extraction. 

Since March 1958, Paufique' has oper- 
ated on 160 eyes, using alpha-chymotryp- 
sin. In this group were 3 patients, all 
about 4 years of age, and all suffered loss 
of vitreous. Paufique does not consider 
the use of alpha-chymotrypsin justified for 
children under 10. 

Cogan obtained excellent results with 
enzymatic zonulolysis for senile cataracts, 
but noted that its use for juvenile cataracts 
is less effective, because of zonular resist- 
ance. He used alpha-chymotrypsin in the 
treatment of 2 young patients. One, aged 
16, sustained a serious herniation of the 
vitreous, which settled back after a small 
fluid loss. The media still are not clear, 
and vision is reduced to hand movements. 
In the other, aged 20, who had an old 
traumatic cataract, no lysis of the zonular 
fibers seemed to have occurred; the lens 
remained firmly in its place, despite the 
absence of any posterior synechiae. 

Franceschetti utilized enzymatic zon- 
ulolysis in the treatment of 70 patients, 2 
of whom were under 10 years of age and 
also suffered subsequent loss of vitreous. 

Zorab used alpha-chymotrypsin in 26 
eyes of 23 patients whose ages ranged 
from 1 to 88 years. For patients over 60 
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he considers the addition of alpha-chymo- 
trypsin of so little advantage as to be 
scarcely worth the extra manipulations 
involved. For younger patients, however, 
its advantages increase as the age becomes 
lower. 

The youngest patient in Ainslie’s series 
of 32 cases was 28. In 69 cases of zon- 
ulolysis cataract operations reported by 
Raiford, Jenkins, Kenney and Vidal?® the 
patients ranged in age from 5 to 82. 

Hill! used chymotrypsin in 15 com- 
plicated cases and 35 uncomplicated cases. 
He considers it especially valuable in treat- 
ing younger patients; if the patient is 
young, he waits more than three minutes 
for the solution to act, and if the~patient 
is old, less than three minutes. The young- 
est patients in his group were aged 32, 33 
and 44, respectively. 

Rizzuti!* reported on 32 patients from 
whom the lenses were removed easily in 
all but 4. In 2 instances (2 eyes) the 
surgical technic was faulty. In 2 cases of 
congenital cataract in patients aged 5 and 
18 years, respectively, there was little or 
no chemical zonulolysis. In both of these 
eyes there was a firm attachment to the 
anterior face of the vitreous body. 


MATERIAL 


I have personally operated 69 cases of 
cataracts in which alpha-chymotrypsin 
was used intraocularly. ‘The ages of the 
patients ranged from 50 to 85 years, the 
youngest being 45 years old. 

The cataracts were classified as 56 ma- 
ture, 8 intumescent, 3 traumatic, and 2 


immature with secondary glaucoma. The 
complications encountered were one sub- 
luxation, prebably due to faulty technic, 
and a vitreous hemorrhage on the tenth 
postoperative day. Immediate postopera- 
tive complications of hyphema were absent. 
The only other postoperative complication 
noted was of striate keratitis in 4 cases 
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which was controlled effectively in all. As 
far as can be observed, there have been no 
further alterations of the cornea, iris or 
hyloid membrane. In the earlier cases the 
chambers were not irrigated with saline 
following lens extraction, but this did not 
appear to affect the excellence of the re- 
sults achieved. However, pending further 
investigation of the lysing action of alpha- 
chymar, at present, I am irrigating all 
cases routinely. 

It should be especially noted that the 
pupil should be completely dilated and the 
eye hypotonic to achieve the best results. 

The procedure I follow is here outlined: 

1. The pupil is dilated completely. 

2. Local anesthesia is used—VanLint 
and O’Brien with retrobulbar in- 
jections (Xylocaine 2 per cent with 
hyaluronidase). 

The superior rectus is sutured. 

. A limbus-based flap is created. 

. Preplaced block silk sutures are 
used in the corneoscleral area. 

. Section is done with keratome and 
scissors. 

A peripheral iridectomy is done. 
The chambers are well irrigated 
with 1:5,000 solution of Alphy- 
chymar. 

. After a wait of two to four minutes, 
irrigation with physiologic solution 
of sodium chloride is done. 

The cataract is extracted with eriso- 
plake by the method of choice 
(direct or tumble). 

The sutures are tied. 

. An air bubble is injected and the 
flap is closed with a running suture. 
Pilocarpine (1 per cent) and an 
antibiotic are instilled. 

. A monocular patch is applied. 


SUMMARY 


The use of alpha-chymotrypsin in catar- 
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act extraction is to be heralded as a great 
advance in ophthalmic surgery. 


The enzyme facilitates intracapsular 
extraction and lessens danger to the 
tissues in the eyes, thus minimizing poten- 
tial complications. These are encountered 
especially in young patients, intumescent 
lenses in cases of cataracts associated with 
high myopia, and any other type of ocular 
disturbance. 

Certain precautions are necessary as 
with any new procedure, but if these are 
properly observed the enzyme offers many 
advantage to a wide variety of patients. 

Despite the small number of personal 
and reported cases on record, the author 
is strongly convinced that enzymatic zon- 
ulolysis provides a valuable adjunct to the 
surgical treatment of cataract and war- 
rants a full and energetic investigation. 

Author’s Note: I gratefully acknowledge the 
cooperation of Doctor J. A. Hubata of the Armour 


Pharmaceutical Company for the Alpha Chymar 
material that made this study possible. 


ZUSAM MENFASSUNG 


Die Anwendung des Alphachymotryp- 
sins bei der Herausziehung des grauen 
Stars muss als grosser Fortschritt in der 
Augenchirurgie begriisst werden. 

Das Enzym erleichtert die intrakapsu- 
lare Herausziehung und setzt die Gefahr 
fiir die Gewebe im Auge und somit das 
etwaige Auftreten von Komplikationen 
herab. Besonders bei jungen Kranken be- 
gegnet man in Fallen von Katarakt mit 
hochgradiger Kurzsichtigkeit anschwel- 
lenden Linsen und allen méglichen anderen 
Formen von Augenstérungen. 

Wie bei allen neuen Verfahren sind auch 
hier gewisse Vorsichtsmassnahmen not- 
wendig. Werden diese sorgfaltig beobach- 
tet, so bietet das Enzym einer grossen 
Reihe verschiedener Patienten vicle Vor- 
teile. 

Obgleich die Zahl der eigenen Falle des 
Verfassers und der sonst veréffentlichten 
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noch gering ist, ist der Verfasser doch 
iiberzeigt, dass die enzymatische Lésung 
der Zonula Zinnii ein wertvolles Hilfsmit- 
tel in der chirurgischen Behandlung des 
Katarakts darstellt und umfangreiche und 
energische Erprobung rechtfertigt. 


RESUME 


L’introduction de la chymotrypsine- 
alpha dans |’opération de la cataracte doit 
étre saluée comme un grand progrés de la 
chirurgie oculaire, 

L’enzyme facilite l’extraction intracap- 
sulaire et diminue le risque de lésion des 
tissus intra-oculaires, donc le taux des 
complications. L’on rencontre surtout chez 
les malades jeunes, des lentilles intu- 
mescentes dans les cas de cataracte asso- 
ciée 4 une forte myopie et a toute autre 
forme de trouble oculaire. 

Certaines précautions s’imposent, 
comme c’est le cas pour toute nouvelle 
technique chirurgicale, mais si elles sont 
strictement observées l’enzyme offre de 
nombreux avantages dans une grande va- 
riété de cas. 

Malgré le nombre restreint de cas per- 
sonnels et de cas relevés dans la littérature, 
Yauteur est convaincu que la technique 
enzymatique apporte une contribution de 
valeur au traitement chirurgical de la 
cataracte et justifie une étude approfondie. 


RESUMEN 


El empleo del alfacromosina para la 
extraccién de la catarata debe ser anun- 
ciado como un avance extraordinario en 
la cirugia oftalmica. Este enzima facilita 
la extracci6n intracapsular y disminuye el 
peligro para los tejidos en los ojos, mini- 
mizando asi las complicaciénes potenciales. 
Se aplica especialmente en los enfermos 
j6venes en los cristalinos intumescentes, 
en casos de cataratas asociadas con fuerte 
miopia y en algunos otros tipos de trastor- 
nos oculares. 











JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


REFERENCES 


1. Charamis, J.: New Approach to Cataract 
Surgery by the Use of Chemical Substances, Ann. 
ocul. 191:627-635, 1958. Abst. Survey of Ophth. 
4:502 (Aug.) 1959. 

2. Jenkins, B. H.: The Use of Intramuscular 
Chymotrypsin in Ocular Conditions, J. M. A. 
Georgia 45:431-433 (Oct.) 1956. 

3. Barraquer, J. Enzymatic Zonulolysis. High- 
lights of Ophth. (Internat. Ed.) 2:223-224 (Aug.) 
1958. Enzymatic Zonulolysis; a Contribution to 
the Surgery of the Lens; Preliminary Report. 
Presented at the Royal Academy of Medicine of 
Barcelona, April 8, 1958. Enzymatic Zonulolysis; 
Contribution to the Surgery of the Crystalline 
Lens (Preliminary Note), Acta ophth. 36:803-806, 
1958; Abst. Survey of Ophth. 4:501 (Aug.) 1959. 

4. Salmony, D.: Chymotrypsin and Zonulysis; 
Preliminary Communication, Brit. J.  Ophth. 
43 :321-324 (June) 1959. 

6. Boyd, B. F.: Enzymatic Zonulolysis, High- 
lights of Ophth. (Internat. Ed.) 3:61, 1959. 

7. (a) Cogan, J. E. H.: Enzymatic Zonulolysis, 
Proc. Roy. Soc. Med. 51:927-928 (Nov.) 1958. 
(b) Cogan, J. E. H.; Symons, H. M., and Gibbs, 
D. C.: Intra-Capsular Cataract Extraction Using 
Alpha-Chymo-Trypsin, Brit. J. Ophth. 43:193-199 
(April) 1959. 

8. Raiford, M. B.: The Use of Alpha-Chymo- 


AUGUST, 1960 


trypsin in Cataract Surgery, Guildcraft 33:15-21 
(July) 1959. The Use of Alpha-chymotrypsin in 
Cataract Surgery, J. M. A. Georgia 48:163-166, 
(April) 1959. 

9. Walser, E.: Erste Erfahrungen mit fermen- 
tative Zonulyse bei der Staroperation, Klin. 
Monatsbl. Augenh. 133:619-624, 1958. 

10. Remky, H.: Enzymatische Zonulyse, ein 
wesentlicher Fortschritt der operativen Starbe- 
handlung, Mnch. med. Wehnschr. 100:1425, 1958. 

11. Hill, D. W.: Corneal Vascularization After 
Cataract Extractions by Zonulolysis, Brit. J. 
Ophth. 43:325-329, (June) 1959. 

12. Zorab, E. C.: A.C.T. in Cataract Extrac- 
tion, Brit. J. Ophth. 43:202-203 (April) 1959. 

13. Paufique, L.: Enzymatic Zonulolysis, High- 
lights of Ophth. (Internat. Ed.) 3:76, 1959. 

14. Rizzuti, A. B.: Alpha-Chymotrypsin (Qui- 
motrase) in Cataract Surgery, Arch. Ophth. 
61:135 (Jan.) 1959. 


ADDITIONAL SOURCES 


Ainslie, D.: Cataract Extraction with the Aid 
of Alphachymo-trypsin, Brit. J. Ophth. 43:200-201 
(April) 1959. 

Orr, H. C.: Some Observations on the Use of 
Chymotrypsin, Brit. J. Ophth. 43:330-331 (June) 
1959. 





TO OUR CONTRIBUTORS ABROAD | 


In order to assure all our contributors the same meticulous editorial | 
attention and careful presentation of their work, the Journal from now on | 
will be able to accept for publication only those original articles which | 
are submitted in the English language. Please have your article translated, | 
therefore, prior to submission. It should be typed in double or triple space | 
throughout (see announcement on p. 229) and addressed clearly to the | 
Editorial Department, Journal of the International College of Surgeons, | 


1516 Lake Shore Drive, Chicago 10, Illinois. 


Your cooperation in this respect will not only insure better presentation 
of your materia] but will be a substantial aid in enabling us to publish 


your work more promptly. 
































Orthopedic Surgery 


The Orthopedic Surgeon and 
the Deep-Seated Mycoses 


XAVIER ROMO, M.D., F.I.C.S.* 


MEXICO CITY, MEXICO 


WING to the existing collaboration 
QO between the Dermatologic and Or- 
thopedic services of the General 
Hospita! of Mexico, I have been able to 
study the osseous lesions associated with 
deep-seated mycoses. Routine roentgen 
examination was performed for investi- 
gation of the areas corresponding to the 
cutaneous lesions of such mycotic con- 
ditions. By this procedure I have been 
able to make very interesting observations. 
I have no knowledge of cases of chromo- 
mycoses with osseous lesions, and up to 
the time of writing I have observed only 
1 case of sporotrichosis with osseous in- 
volvement in the tibia and fibula (Fig. 
1A), the causative agent being Sporo- 
trichum schencki. It is to be noted that 
in the presence of this condition the os- 
seous lesions become more resistant to the 
classic treatment with potassium iodide. 
In the order of frequency, there were 2 
cases of coccidioidomycosis, the first one 
with five years of progress, with initial 
osseous lesions at the calcaneus (Fig. 1B) 
and without apparent pulmonary lesions at 
that time. Four years later the patient 
showed evidence of lesions at the level of 
the tenth, eleventh and twelfth dorsal 
vertebras (Fig. 1, C and D). Coccidioides 
mote tia ee Sewee. National University of 
From the Department of Orthopedic Surgery, General 
Hospital of Mexico. 
Read at the Twenty-Third Annual Congress of the North 
American Federation, International College of Surgeons, in 
conjunction with the Eleventh Biennal International Con- 


gress, Los Angeles, March 9-14, 1958. 
Submitted for publication Aug. 5, 1958. 











Severe and deep-seated types of 
mycosis requiring orthopedic surgi- 
cal treatment and sometimes ampu- 
tation are discussed. Actinomycosis 
and nocardiosis are more common 
than coccidioidomycosis, which in 
its progressive form cannot be 
treated surgically with hope of suc- 
cess. Nor are there at present any 
specific drugs available for its man- 
agement, though Isoniazide appears 
to be helpful. 

The pathologic picture of each of 
these mycotic conditions is outlined, 
and illustrations are presented to im- 
plement the author’s comments. In 
his opinion there is always a danger, 
especially if osseous lesions are 
present, that the process after “cure” 
may become reactivated. He con- 
siders amputation, followed by the 
use of a suitable prosthesis, the only 
certain way of eliminating this 
danger. 











immitis was isolated, and medical treat- 
ment and the use of a plaster cast were 
continued, 

In 1954, in the Pathology Department of 
the Medical School at the General Hospital 
of Mexico, an autopsy was performed on 
a patient who had died of coccidio:domy- 
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cotic meningitis. Roentgen studies re- (Fig. 1, E, F and G@). These were con- 
vealed a circular osteolytic shadow in the firmed by the pathologic specimen of the 
left parietal region and lesions at the level _spine (Fig. 1H). 

of the third and fourth lumbar vertebrae For the progressive form of coccidioido- 


Fig. 1.—A, osseous sporotrichosis. Deformities 

exist predominantly in distal half of tibia, with 

circular areas of osteolysis in distal third, about 

2 cm. in diameter and surrounded by area of 

osseous sclerosis. Innermost portion is de- 

stroyed, with bulging of periosteum, which ap- 

pears thickened but intact. In lateral projection, 

areas of destruction are more apparent, mainiy 

upper ones. What appears to be small sequestrum 

appears in lower portion of destroyed area. 

Periostitis of fibula is evident. B, osseous cocci- 

dioidomycosis. Roentgen studies show destruc- 

tive process localized in center of the calcaneus. 

Sone This area is surrounded by sclerosis. Behind this 
H lesion is another, multilobulated and osteolytic. 
' There are other osteolytic areas, one in antero- 

inferior part of calcaneus, irreguiar in form, and another in anteroinferior region of astragalus. 
When this roentgenogram was taken, no pulmonary parenchymal lesions were evident. C, osseous 
coccidioidomycosis. Four years later after lesion of the calcaneus had appeared, patient complained 
of dorsal pain, and slight kyphosis was noted at level of painful area. Roentgenograms reveal de- 
structive processes of eleventh and twelfth dorsal vertebras, with obliteration of corresponding in- 
tervertebral space. Narrowing of intervertebral space between the twelfth dorsal and first lumbar 
vertebrae is also evident. D, E, F and G, second case of coccidioidomycoses. Roentgen studies of skull 
reveal circular osteolytic area in left parietal region. In anteroposterior projection of lumbar por- 
tion of spine is visible destruction of right lower quadrant of body of fourth lumbar vertebra and 
narrowing of intervertebral space between the fourth and fifth vertebra. Lateral projection shows 
osteoporosis of the third lumbar vertebra, fourth presents irregular distribution of areas of rare- 
faction and sclerosis. These vertebral lesions were proved by pathologic specimen. H, appearance 

after five months of treatment; some lesions healed, others in full activity. 
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mycosis, there are at present no specific 
drugs, although it seems that Isoniazide is 
a good therapeutic resource, and the sur- 
geon can do little or nothing for this con- 
dition. 

In cases of actinomycosis and nocardio- 
sis skeletal lesions are more frequent than 
in the other deep-seated mycoses. Nocar- 
diosis greatly predominates in Mexico. Un- 
fortunately: its frequency increases, per- 
haps owing to the fact that new medical 
generations are better informed concern- 
ing the disease and therefore it is diag- 
nosed more often. I have collaborated with 
the Dermatological Department of the 
General Hospital in the study of 100 cases 
of nocardiosis produced by Nocardia bra- 
siliensis. 

In both actinomycosis and nocardiosis 
the osseous involvement is initiated as 


ROMO: DEEP-SEATED MYCOSES 


Fig. 2.—A, B and C, cutaneous lesions of patient 
admitted to hospital in September 1957, with 
illness of five years’ duration. Nocardia brasilien- 
sis was isolated and lesions treated with Avlosul- 
fon, streptomycin, Isoniazide and Chloromycetin. 


periostitis which appears late in the prog- 
ress of the disease, the time of appearance 
depending on the distance of the skeletal 
structures to the areas initially affected. 
In the late stages the periosteum is de- 
stroyed, appearing irregular; the bone 
then shows erosion through the haversian 
canals as the disease progresses. There are 
also areas of osteoporosis and sclerosis, 
irregularly distributed. 

Microscopic studies of the osseous le- 
sions reveal rarefying osteitis, with de- 
struction of the bony trabeculation and 
concomitant osseous hyperplasia in other 
areas. The medulla shows areas of al- 
teration and is replaced by fibrous connec- 
tive tissue. The osseous trabeculation is 
thickened, and the trabeculae are separated 
by cavities filled with infected nodular 
tissue, 

With regard to the treatment of actino- 
mycosis, even with osseous lesions, better 
results are obtained because A. bovis is 
sensitive to penicillin, streptomycine, sul- 
fadiazine, etc. 

In nocardiosis produced by N. brasilien- 
sis antibiotics may achieve a clinical cure, 
even in greater proportions when the le- 
sions in the soft tissues are more super- 











ficial. In my opinion, however, complete 
anatomopathologic cure is not usually 
achieved, and it is even less when osseous 
lesions are present. Patients apparently 
cured must continue for a long time, for 
years or for the rest of their lives, under 
maintenance treatment. Recurrences are 
frequent when treatment is discontinued 
or neglected. 

The Department of Microbiology of the 
School of Medicine in the General Hospital 
of Mexico long ago demonstrated the re- 
sistance of N. brasiliensis to streptomycin 
and Isoniazide. The action of Sulfame- 
toxipiridazine, D-Cicloserine (D4-amino- 
3-isoxazolidone synthetic) and Amphotera- 
cine B is being studied, but at present it 
is not feasible to draw definitive conclu- 
sions. 

In reality there is not yet a medicament 
available to cure these patients definitively 
and absolutely. At the initiation of the 
antibiotic era hope was high, but today, as 
at that time, we consider that if the af- 
fected area clinically cured, after a long 
treatment of several years and in the long 
run the infiltration does not diminish, the 
patient should continue with maintenance 
treatment, and there always will be the 
risk of reactivation of the process, espe- 
cially when osseous lesions are present. It 
is my opinion that amputation, whenever 
possible, radically eliminates such risks. 
With an adequate prosthesis the amputee 
can be reintegrated with his activities. 

Up to the time of writing I have per- 
formed 4 leg amputations, 2 of the thigh, 
1 at the level of the middle third of the 
arm, 1 disarticulation of the shoulder and 
1 hemipelvectomy. In all these cases the 
osseous lesions were evident and response 
to medical treatment was nil, 

The localization of nocardiosis located 
in the cervical, dorsal or lumbar region is 
considered nonsurgical, and I am cate- 
gorically opposed to so-called radical resec- 
tions in nonamputable areas. 
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ZUSAM MENFASSUNG 


Es werden schwere und tief sitzende 
Formen von Pitzinfektionen, die ortho- 
pidische Behandlung und manchmal Am- 
putation erfordern, erértert. Strahlenpilz- 
erkrankungen und Infektionen mit 
Mikrosporon minutissimum sind haufiger 
als durch Coccidioidespilze verursachte 
Erkrankungen, die in ihrer vorgeschritte- 
nen Form keine Hoffnung auf erfolgreiche 
chirurgische Behandlung zulassen. Es gibt 
auch zur Zeit keine spezifischen Medika- 
mente zu ihrer Behandlung, wenn auch das 
Isoniazid von gewissem Nutzen zu sein 
scheint. 

Das pathologische Bild jeder dieser Pilz- 
erkrankungen wird umrissen, und Abbil- 
dungen erlautern die Ausfiihrungen des 
Verfassers. Es glaubt, dass, besonders 
wenn Knochenverdnderungen vorliegen, 
die Gefahr einer Reaktivierung des Krank- 
heitsvorganges nach “Heilung’”’ immer be- 
steht. Den einzigen sicheren Weg zur 
Ausschaltung dieser Gefahr sieht er in der 
Amputation mit Anpassung einer geeigne- 
ten Prothese, 


RESUME 


L’auteur présente un exposé sur les va- 
riétés de mycoses graves et profondément 
situées nécessitant un traitement ortho- 
pédique, et parfois une amputation. L’ac- 
tinomycose et la streptothricose sont plus 
fréquentes que la coccidioidomycose qui, 
dans sa forme progressive, ne peut béné- 
ficier d’un traitement chirurgical avec un 
espoir de succés. Nous ne disposons pas 
non plus actuellement d’une thérapeutique 
médicale spécifique pour ces cas, bien que 
l’isoniazide semble donner certains résul- 
tats. 

Le tableau pathologique de ces affections 
est décrit et illustré. Elles comportent 
toujours un risque de réactivation malgré 
une guérison apparente et l’auteur consi- 
dére l’amputation, avec application d’une 























VOL. 34, NO. 2 


prothése, comme étant la seule facon sire 
de parer a ce danger. 


RIASSUNTO 


Vengono presi in esame alcuni tipi di 
micosi grave che richiodono un trattamento 
ortopedico e talvolta l’amputazione. L’at- 
tinomicosi e la nocardiosi sono pit fre- 
quenti della coccidioidomicosi; quest’ul- 
tima, nella sua forma progressiva, non 
puo essere trattata chirurgicamente con 
speranza di successo, e non vi é, al mo- 
mento, alcun medicamento utile, tranne 
lisoniazide che sembra abbastanza effi- 
cace. 

Viene descritto il quadro anatomopato- 
logico di ciascuna di queste micosi, con 
illustrazioni. L’autore é dell’opinione che 
in ogni caso vi sia il rischio della riattiva- 
zione del processo, specialmente se vi sono 
lesioni ossee. Egli ritiene che |’unico mezzo 
per evitare la recidiva sia rappresentato 
dall’amputazione. 


RESUMEN 


Se discuten en este articulo casos de 
micosis graves y situadas profundamente 
que requieren tratamiento ortopédico y 
algunas veces amputacion. La actinomico- 
sis y la nocardiosis son mas frecuentes que 
la coccidomicosis, la cual en su forma pro- 
gresiva no puede ser tratada quirirgica- 
mente probabilidades de éxito. Hoy no 
hay ningun medicamento especifico para 
su tratamiento aunque puede confiarse 
algo en la isoniacida. 

Se esboza el cuadro patologico de estas 
afecciones micdticas y se presenta ilustra- 
cién complementaria a los comentarios del 
autor. En su opinién y especialmente 
cuando hay lesiones 6seas, existe siempre 
el peligro de que el proceso recidive des- 
pués de una curacién aparente. Considera 
en consecuencia la amputacién seguida de 
protesis adecuada el tinico medio de elimi- 
nar este peligro. 
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Behcet’s Syndrome 


Report of Two Cases 


FRANK E. FISHOF, M.D.* 


WILKES-BARRE, PENNSYLVANIA 


HIS syndrome,! first described as a 

distinct entity in 1937, is character- 

ized by ulcerative lesions affecting the 
genitalia (of either sex) and the oral cav- 
ity, and by ocular pathologic conditions 
ranging from simple conjunctivitis to iri- 
docyclitis with hypopyon. If the posterior 
segment of the eye is involved, absolute 
blindness may ensue, followed by enuclea- 
tion. The disorder is insidious in its 
development and difficult to diagnose in 
its early manifestations. The patient may 
first complain of some trivial disorder, of 
general muscle cramps, of a sense of sore- 
ness in an eye or of an unexplained head- 
ache with the focal point in the back of 
the neck. Within a few days, weeks or 
months, ulcers of the genitalia are noted. 
Shortly thereafter the patient complains 
of soreness in the mouth. Aphthous ulcera- 
tions of the oral cavity account for this 
discomfort. The eyes may feel uncomfort- 
able at the onset of this “triple symptom 
complex.” Within a day or two vision 
becomes blurred and photophobia sets in. 
With repeated involvement of the eyes, 
vision gradually deteriorates. This symp- 
tom complex may be accompanied by der- 
matologic dyscrasia2? manifested by ery- 
thema multiforme, erythema nodosum, 
maculae or macular papular eruptions. 





*Chief, Eye-Ear-Nose-Throat Section, Surgical Service, 
Veterans Administration Hospital, Wilkes-Barre. 
Submitted for publication Feb. 18, 1960. 





Behcet's syndrome, a condition 
primarily benign but capable of be- 
coming malignant — and possibly 
fatal, if the central nervous system 
is involved—is externally manifested 
by a triad consisting of ulcerations of 
the genitalia, aphthous lesions in the 
oral cavity and iridocyclitis with hy- 
popyon. Two cases, both illustrating 
the complexity of the syndrome and 
the difficulties of diagnosis and treat- 
ment are here reported. 











Occasionally arthritis simulating rheu- 
matic pain occurs. The episodes recur at 
variable intervals for several years. In the 
early phase of this entity remissions may 
last a few weeks to several months. As 
the disease progresses the involved organs 
become more vulnerable to the crises, but 
the interval between the attacks lengthens. 
Within about fifteen to twenty years the 
disease is extinguished. Complications* 
such as epididymitis, orchitis, urethritis, 
thrombophlebitis® and neurologic disturb- 
ances® have been recorded. Crippling and 
even death have occurred from involve- 
ment of the brain stem and meninges.’ 
Two interesting cases of Behcet’s dis- 
ease are here reported. The diagnosis in 
Case 1 has been confirmed at the Armed 
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Forces Institute of Pathology by histologic 
study of the enucleated left eye. The 
second case illustrates the typical triad 
of this symptom complex associated with 
cephalgia, cutaneous lesions and muscle 
spasm. 


CASE 1.—A Negro veteran aged 29, a Bap- 
tist minister, was first admitted to the 
Wilkes-Barre Veterans Administration Hos- 
pital on Feb. 18, 1959, for treatment of pain- 
ful, infected eyes. Three months later (May 
16) he was readmitted for the same condi- 
tion. His service records disclose that at the 
time of his enlistment in the Air Force he 
had no difficulties with his eyes. He stated 
that for most of his life he had had recur- 
rent small nodules on the arms and legs, 
which would form into pustules, drain and 
disappear. He also stated that he sweated 
profusely and consumed large quantities of 
water. At the time of enlistment he weighed 
230 pounds (104.3 Kg.) considered to be 52 
pounds (23.6 Kg.) overweight. The eyes at 
that time were listed as normal. On Jan. 8, 
1952, he was treated at Hunter U.S. Air 
Force Base for epidemic parotitis (mumps). 
Approximately two and a half years later 
(Aug. 2, 1954) his left epididymis became in- 
fected. Within two and a half months there- 
after (Nov. 17) injections of streptomycin 
and penicillin were started because of in- 
volvement of the right epididymis. Subse- 
quently he had repeated attacks of scrotal 





Fig. 1—Right eye in quiescent stage (Sept. 16, 
1959). 
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swelling with formation of small nodules, 
some of which drained pus. Rarely were 
both sides of the scrotum affected at the 
same time. The testicles were considerably 
tender to the touch. He also had bouts of 
tenderness involving the extensor muscles of 
the upper and lower extremities. He was 
given treatment for a painful, swollen right 
ankle. In 1956, about four years after the 
epidemic parotitis and approximately two 
years after the treatments for bilateral epi- 
didymitis, soreness developed in the left eye. 
Hot compresses eased the condition. Visual 
acuity was not affected. In December 1956, 
several months after initial involvement of 
the left eye, pain and dimness of vision set 
in. Eye drops prescribed by an ophthal- 
mologist eased the condition. Nevertheless, 
there were continued attacks of pain and 
redness in the left eye, accompanied by dull 
headaches, photophobia and prozressive loss 
of sight. On June 6, 1958, the right eye, for 
the first time, became acutely inflamed and 
extremely painful. The left eye was slightly 
sore. On the following day the patient was 
hospitalized at the Veterans Administration 
Center, Wood, Wisconsin. The salient findings 
and course were as follows: 


1. Eyes.—The condition of the eyes as ob- 
served in the Center at Wood, Wisconsin, 
is outlined in Table 1. 

2. Genitalia.— 


a. There was a dime-sized ulcer on the 





Fig. 2.—Right eye in active stage (Aug. 28, 
1959). 
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TABLE 1 (Case 1).—Condition of Eyes as Observed at Veterans Administration Center, 
Wood, Wisconsin, June 7 to Aug. 1, 1958 





Right Eye 


Left Eye 





1. Vision 


2. Conjunctivae 


20/100 J-4 


Severe injection of 


20/70 J-4 
Mildly injected 


bulbar & palpebral 


3. Pupil Small Normal size 
4. Slit lamp Cornea does not stain Same 
+2 flare Trace flare 
No K.P. Dustlike K.P. on 
posterior corneal 
surface 
5. Fundus Poorly seen 7 Not seen 
6. Muscles Not involved Same 


(extraocular) 








TABLE 2 (Case 1).—Condition of Eyes as Observed at Veterans Administration Hospital, 
Indianapolis, Indiana, Sept. 22 to Dec. 3, 1958 

















Right Eve Left Eye 
1. Vision 20/60 Biind 
2. Conjunctivae Injected +2 Injected +1 
3. Pupils Equal, dilated Equal, dilated 
4. Slit lamp Cornea hazy Cloudy 
+3 flare +2 flare 
+4 cells +1 cell 
+2 retrolental cells +4 retrolental cells 
K.P. absent K.P. present 
Pigment on anterior Same 
surface of lens 
5. Fundus Normal dise and macula; Not discernible 
irregular patches on 
temporal region, superior 
and inferior quadrant 
6. Tension Normal; tender to palpation | Same; not tender 





ventral surface of right scrotal sac, 
granulomatous lesion. 

b. Chronic epididymitis was _ present, 
with acute exacerbation on right side. 


3. Laboratory and Roentgen Data.— 

a. Blood chemical values (dextrose, non- 
protein nitrogen, albumin-globulin 
ratio and cholesterol) and the results 
of hematologic studies were within 
the normal range. 

b. Negative results were obtained from 
the coccidioidin skin test and the 
Brucella agglutination test. PPD 

No. 2 gave a 3 plus reaction. 





c. Roentgenograms of lungs, heart and 
bony thorax were normal. 

The acute inflammatory condition of the 
eyes and genitalia diminished after hospital- 
ization for twenty-three days. The patient 
failed to return for reexamination after a 
leave of absence. 

On Sept. 22, 1958, he was admitted to the 
Veterans Administration Hospital at Indianap- 
olis, Indiana. During his stay of ninety-nine 
days a complete uveitis workup was done. On 
admission the right eye, for the second time, 
was primarily affected. The salient findings 
and course were as follows: 


1. Eyes.—The condition of the eyes during 
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hospitalization in Indianapolis is out- 
lined in Table 2. 
2. Genitalia.— 

a. A scar was observed at the median 
raphe of the scrotum. 

b. The right testicle was tender, with 
slight swelling. 

ce. Bilateral recurrent epididymitis was 
present. 

d. The prostate was not involved. 

3. Laboratory and Roentgen Data.— 

a. These were essentially the same as at 
Veterans Administration Center in 
Wood, Wisconsin. 

b. There was a positive reaction to 
staphylococcus toxin. 

4. Treatment and Course.—A Prednisolone- 
neomycin solution and cycloplegics were 
instilled into the eyes. Medrol tablets, 
q.i.d., were given. Staphylotoxoid vac- 
cine was administered for desensitization 
to the staphylococcus toxin. 


On Dec. 2, 1959, bilateral epididymectomy 
was performed. Chills and fever, thrombophle- 
bitis and nodes in the upper and lower extremi- 
ties followed this procedure. The patient re- 
sponded favorably to antibiotic therapy. The 
inflammatory condition of the right eye receded. 
Vision in the right eye improved, but the left 
eye was not receptive to light. On December 
17 one month’s leave of absence was granted. 
The day the leave terminated (January 19) 
severe pain developed in the left eye, accom- 
panied by severe injection of the conjunctiva 
with frank hypopyon. The right eye re- 
mained quiet. On the following day it too 
became activated. Prednisolone-neomycin solu- 
tion and atropine were again instilled into the 
eyes. Within a few days the acute exacer- 
bated inflammatory condition subsided. Vision 
in the right eye on January 26 was 20/50. The 
left eye remained blind. A paracentesis of 
the left anterior chamber for culture and 
identification of the virus was refused. The 
patient was discharged on February 3, with 
the diagnoses of Behcet’s disease and chronic 
recurrent bilateral epididymitis. 

On February 18, he was admitted to the 
Veterans Administration Hospital at Wilkes- 
Barre, Pennsylvania. The essential findings 
and course there were as follows: 


1. Eyes.—The condition of the eyes as 
observed at Wilkes-Barre is outlined in 
Table 3. 
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Fig. 3.—Enucleated left eye with steamy cornea. 








Fig. 4.—Section of enucleated left eye. 





2. Genitalia and Skin.— 
a. The scrotum was tender and slightly 
enlarged. 
b. There was also a marble-sized, 
slightly tender subcutaneous nodule 
on the inner aspect of the right ankle. 


3. Laboratory and Roentgen Data.— 

a. Hematologic and serologic values and 
urinalysis were normal. 

b. Serologic tests for histoplasmosis, 
blastomycosis and coccidioidomycosis 
revealed no abnormality. 

ce. Febrile agglutination tests for Bru- 
cella abortus, proteus 0 x 19, and the 
typhoid and paratyphoid groups were 

reported as giving negative results. 
A roentgenogram of the chest was 
normal. 
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TABLE 3 (Case 1).—Condition of Eyes as Observed at Veterans Administration Hospital, 
Wilkes-Barre, Pennsylvania, Feb. 18, 1959 














Right Eye Left Eye 
1. Vision 20/60 Nil 
2. Conjunctivae Moderate injection Severe injection 
3. Cornea Bedewed superficial Frosted cornea 
epithelium 
4. Iris Normal size pupil Fixed, partly adherent 
reacts to L&A lens along pupillary margin 
5. Vitreous Hazy Cloudy and thick 
6. Fundus Vessels veiled; Not discernible 
no hemorrhages 
7. Sensitivity Tender to touch; Very painful, palpebral 
photophobia and spasm; photophobia and 
lacrimation lacrimation 
d. Treatment and Course. — Therapy sudden flare-up in the right eye. The 
consisted in administration of Cor- conjunctiva appeared fiery red. On 
tisone intramuscularly, 50 mg. twice the following day the fellow eye be- 
daily, for ten days, and Varidase, came involved. Vision dropped con- 
4,000 units every other day for four siderably. Chlortrophin Zinc, 40 units 
doses. The patient was able to read twice daily, was instituted. Within 
with the right eye the small print of two days vision in the right eye im- 
a newspaper after having been under proved to 20/40. The conjunctivae of 
treatment for seventeen days. A both eyes had a normal appearance. 
month’s leave was granted. On the The fundus of the right eye appeared 
twelfth day he returned because of a hazy, and the blood vessels were en- 








Fig. 5—Shallow anterior chamber with exudate Fig. 6.—Fibrovascular membrane, with cells re- 
adherent to corneal endothelium. vealing acute and chronic involvement, on 
atrophic iris. 
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gorged. The fundus of the left eye 
could not be seen, owing to a 
brownish pigmented cyclitic mem- 
brane. On April 24, after twenty- 
three days of the first hospitalization 
at this institution, the patient was 
discharged. Three weeks later (May 
16) he returned with recurrent in- 
flammation of both eyes. He had 
excruciating pain in the left eye, and 
vision in the right eye was obscured. 
Injection of Chlortrophin-Zine re- 
duced the inflammatory and painful 
condition. The vision in the right 
eye deteriorated to 20/100. 

Owing to the fact that the patho- 
logic condition of the left eye was 
considered irreversible and the prob- 
ability that it might serve as a trig- 
ger point for an unfavorable-reaction 
in the fellow eye, enucleation was 
proposed. It was made clear to the 
patient and his wife, however, that 
this procedure would not exclude the 
possibility of subsequent involvement 
of the right eye. This assumption 
was based partly on the statistical 
data, which indicate that 18 to 20 








TABLE 4 (Case 1).—Laboratory Values on 


Sept. 30, 1959 










Sugar 
Blood 


Urine 


F 1% hr. 1 hr. 2hr. 3 hr. 
248 372 464 400 320 
4+ 44 44 44 44 














TABLE 5 (Case 1).—Laboratory Values on 










Nov. 9, 1959 
Sugar F Whr. tlLhr. 2 hr. 3 hr. 
Blood 300 390 538 532 335 
Urine 44- 4+ 44 4+ 4 
















TABLE 6 (Case 2).—Laboratory Values 


i) 
= 











Dec, 4, 1959 
Sugar F W%hr. ILhr. 2 hr. 3 hr. 
Blood 170 326 372 512 496 
Urine 4+ 4+ 4+ 4+ 4+ 
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Fig. 7—Membrane with necrotic inflammatory 
cells traverse the eye at level of ora serrata. 
Folds of hemorrhagic retina adhere to this 


membrane. 


per cent of metastatic orchitis and 
epididymitis occurs in mumps.’ In 
view of repeated flare-ups of these 
organs, it is presumed that the of- 
fending agent (virus or some aller- 
gen or product of necrotic tissue) 
is dormant during the quiescent 
stage (Fig. 1). It becomes active 
when its environment is altered, as in 
coitus, strain or trauma. After the 
patient had been psychologically pre- 
pared for the ordeal, the left eye 
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Fig. 8.—Stalk of detached retina; subretinal 
serosanguineous exudate; choroid with engorged 
vessels and infi.tration of lymphocytes. 


was removed on May 25. The post- 
operative course was very satisfac- 
tory. Steroid therapy® was not re- 
sumed. One month later the con- 
junctiva of the right eye appeared 
injected. The patient admitted hav- 
ing had coitus about three days prior 
to the recurrence of blurriness and 
soreness and redness in the eye. Since 
it was suspected that the genitalia 
might be harboring the offending 
agent, he was advised to refrain from 
sexual intercourse. Three months 
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later (August 28) he reported for a 
permanent ocular prosthesis. At that 
time it was noted that the right eye 
(Fig. 2) was again not up to par. 
He volunteered the information that 
he wanted to convince himself that 
sexual relations played a part in af- 
fecting his eye. He noticed on three 
occasions that on the day following 
coitus he had soreness in the right 
eye. About two days later the con- 
junctiva turned blood-shot and vision 
clouded. On September 23, in the 
course of examination to determine 
the type of training and rehabilita- 
tion he was to receive, an unexpected 
condition was discovered. Urinalysis 
revealed a 4 plus reaction for sugar. 
Three days later the urine had a 
strong acetone reaction and a 4 plus 
reaction for sugar. The fasting blood 
sugar had 362 mg. per hundred cubic 
centimeters. A repeat blood sugar 
test on November 6 revealed a value 
of 272 mg., and another on December 
2,280 mg. The high sugar level con- 
tinued to be present despite a low 
carbohydrate diet (1800 calories), 
and the administration every morn- 
ing of 50 units of NPH insulin. The 
dextrose tolerance test on two occa- 
sions (Tables 4 and 5) was low. The 
liver profile was noncontributory. 
Serum amylase and lipase were 8 
units and 0.8 cc. N/20 NAOH respec- 
tively. It is to be noted that this 
was the first time that glycosuria, 
hyperglycemia and low sugar toler- 
ance had been observed in this pa- 
tient. Previous laboratory tests for 
fasting blood sugar performed at the 
medical facilities of the Air Force 
and at the hospitals of the Veterans 
Administration heretofore mentioned 
had been recorded as-within normal 
limits. Because of this sudden and 
pronounced disturbance in the dex- 
trose metabolism it is felt that 
Behcet’s disease complex is a factor 
contributing to, if not a direct cause 
of, the diabetes mellitus. 


The report of the Armed Forces Institute 
of Pathology as to the histologic observations 
in the enucleated eye was as follows: 

A. Macroscopic (Figs. 3 and 4): 
“Slightly soft eye with steamy cornea. 
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Fig. 9.—Cross section of atrophic nerve with cellular thrombus of central retinal vein. 


“A lens-iris diaphragm was visualized 
against the cornea. 


“There was total cone-shaped retinal 
detachment, with hemorrhagic exudate 
in the subretinal space. 


“A thickened membrane on the inner 
surface of the pars plana passed inward 
to become continuous with the con- 
densed yellowish vitreous behind the 
amber lens.” 


B. Microscopic (Figs. 5-9): 


“There is mild irregularity of the 
atrophic corneal epithelium, but no 
evidence of ulceration is present. Pe- 


ripherally, a fibrovascular pannus 
lightly infiltrated by chronic inflamma- 
tory cells undermines the epithelium 
and partially replaces Bowman’s mem- 
brane. A few blood vessels and poly- 
morphonuclear leukocytes extend into 
the corneal stroma peripherally. 


“The very shallow anterior chamber is 
filled with deeply acidophilic proteina- 
ceous exudate containing many poly- 
morphonuclear leukocytes adherent to 
the corneal endothelium. Peripheral an- 
terior synechias are present on both 
sides, and the false chamber angles are 
filled with polymorphonuclear leuko- 
cytes. 
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3. 


“Fibrovascular membrane containing 
acute and chronic inflammatory cells 
covers the entire anterior surface of 
the atrophic iris. Occasional focal ac- 
cumulations of lymphocytes and diffuse 
infiltrations of plasma cells are seen in 
the iris stroma. The pigment epithe- 
lium exhibits degenerative changes, and 
there is evidence of broken posterior 
synechias. A thin layer of necrotic in- 
flammatory cells clings to the posterior 
surface of the lens capsule but the lens 
cortex exhibits only minimal evidence 
of degeneration. 


“An inflammatory membrane contain- 
ing large numbers of completely ne- 
crotic inflammatory cells traverses the 
eye from the ora serreta on one side to 
the ora on the opposite side. 


“Folds of the massively detached and 
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completely necrotic and hemorrhagic 
retina adhere to this inflammatory 
membrane. The subretinal space is filled 
with serosanguineous exudate. The 
stalk of the detached retina is diffusely 
infiltrated by acute and chronic inflam- 
matory cells, chiefly lymphocytes. 


“The choroidal vessels are engorged and 
there is light diffuse infiltration of the 
choroid by lymphocytes. Occasional 
more dense accumulations of lympho- 
cytes are also present but there is no 
significant proliferation of epithelioid 
cells. There are several focal prolifera- 
tions of the retinal pigment epithelium. 
“A cross section of the atrophic optic 
nerve reveals the central retinal vein 
to contain a recently formed cellular 
thrombus. 


“Diagnoses: Chronic diffuse nongranuloma- 


Fig. 10 (Case 2).—Genitalia with vesicular and crateriform lesions. 
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Fig. 11 (Case 2).—Lesion in scrotal-anal region. 
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tous uveitis with hypopyon; massive hemor- 
rhagic infarction of retina, secondary to recent 
thrombosis of central retinal vein. 

“Comment: The changes observed in this 
eye are similar to those which have been ob- 
served in several other cases obtained from 
patients with Behcet’s disease.” 

CASE 2.—On Oct. 31, 1959, a rash developed 
in the groin of a white veteran aged 37. On 
the following day he noticed a vesicular erup- 
tion on the genitalia (Figs. 10 and 11). On 
the third day he reported to the dental clinic 
of Dr. Leonard A. Sergott, of this hospital, 
for treatment of ulcers in the mouth (Fig. 12) 
and inability to wear his dentures. Small 
wheal-like blotches also developed on the body 
below the neck and above the knees. On the 
fifth day a vesicular lesion occurred on the 





Fig. 12 (Case 2).—Oral cavity displaying aphthous ulcers in gingiva, labia-gingival sulcus, retra- 
molar region and roof of mouth. 























VOL. 34, NO. 2 





eruptions. 


right upper eyelid (Fig. 13). The patient 
stated that about a year earlier he had had 
similar lesions in the groin and on the external 
genitalia. These cleared up in about five days 
after application of on ointment prescribed 
for his brother. In 1946 a pilonidal cyst was 
removed, at which time mild hyperglycemia 
was observed. Twelve units of Protamine 
Zine insulin was administered. The diabetes 
progressively became worse so that in 1950 
he had to use 40 units of Protamine Zinc in- 
sulin. In 1955 it was increased to 54 units 
combined with 20 units of regular insulin. 
Subsequently, he was treated for diabetic 
coma in 1957 and in 1958. While on duty 
with the army he developed a traumatic, hyper- 
trophic arthritis of the right knee. Since that 
time he limps slightly and favors that joint 
on walking. 

At the present hospitalization (Nov. 5, 
1959) he displayed considerable discomfort 
and uneasiness (Fig. 14). His lips were 
parched and scaly. The palpebral commissures 
were narrowed. He had a tendency to shield 
the eyes with his hands. “Facing the light for 
15 minutes, or reading, I get pain in the eyes. 
It then shoots to the back of the head and 
neck.” Almost the entire oral cavity was ul- 
cerated. The roof of the mouth was layered 
with a dark gray necrotic membrane which, 
upon removal, exposed a granulomatous sur- 
face. There were also discrete aphthous le- 
sions on the buccal mucosa and buccogingival 
sulci. The ulcers on the genitalia were of the 
papulovesicular type. The eruptions on the 
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chest and extremities resembled mosquito-bite 
wheals. The eyes were not extensively affected. 
They were sensitive to light. The conjunctivae 
appeared glazed. There were starlike flares 
in the right vitreous, which disappeared in a 
few days. Pinhead-sized venous aneurysmal 
dilatations were observed in both retinas. Old 
exudates were noted on the temporal side of 
the right fundus. The optic discs were well 
defined. Ocular tension was normal to finger 
palpation. Visual acuity in the left eye was 
20/40, corrected to 20/20 at the time of admis- 
sion. Vision in the right eye was 20/50. It 
was corrected te 20/20, ten days after hospi- 
talization. 

Roentgenograms of the chest, paranasal 
sinuses and right shoulder were normal. The 
right knee showed mild hypertrophic changes. 
An electroencephalogram one month after the 
onset of the acute condition was considered 
normal. 

The laboratory data are significant. The 
results of spinal fluid studies on these occa- 
sions were as follows: 





Fig. 14 (Case 2).—Patient displaying uneasiness, 
discomfort, parched lips and narrowed palpebral 
commissures. 
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‘a: 


f skin lesion reveals 


subepidermal edema and round cell infiltration. 


a. Sugar: 181, 208 and 147 mg. per hundred 
cubic centimeters. 

b. Protein: 75, 37 and 63 mg. per hundred 
cubic centimeters. 

c. Lymphocytes: 6, 1 and 2 mg. per hun- 


dred cubic centimeters. 


Four fasting blood sugar studies revealed 
values of 195, 320, 326 and 336 mg. per 
hundred cubic centimeters, respectively. Dex- 
trose tolerance tests disclosed poor carbo- 
hydrate utilization (Table 6). 

Results of the following laboratory tests 
were within normal limits: liver profile study, 
serum lipase and amylase tests, spinal fluid 
analysis, serologic studies of the blood, col- 
loidal gold curves, the electrophoretic pattern 
for albumin and globulin in the blood serum 
and febrile agglutination tests for protein 
0X19, Brucella abortus and the typhoid and 
paratyphoid groups. The result of the Man- 
toux test was 1 plus to first strength. No 
reaction was observed to histoplasmosis and 
coccidioidomycosis antigens. 

Treatment was mainly symptomatic for 
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control of the diabetes. Gauze impregnated 
with Furacin ointment was applied to the 
ulcers of the genitalia. An antiseptic mouth- 
wash was used before and after meals. Seda- 
tives were prescribed to relieve headache. A 
liquid diet was ordered because of the patient’s 
discomfort in both swallowing solid food and 
chewing. Regular insulin, 20 units, added to 
50 units of NPH insulin, was given daily to 
control hyperglycemia. During the first four 
days the patient was unable to leave his room 
because of photophobia, pricking (needle-like) 
sensations in the upper and lower extremities 
and general asthenia. Within approximately 
three weeks most of the ulcers had healed and 
had undergone cicatrization. At the end of 
four weeks there was no evidence of ulceration. 
The patient still complained, however, of irri- 
tation of the eyes, especially during the day, 
and of occasional “pinching” of the muscles. 
The consulting dermatologist, Dr. C. B. Potelu- 
nas, confirmed the diagnosis of Behcet’s dis- 
ease. 

On December 18 one month’s leave was 
granted. Within ten days, however, the pa- 
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tient was rehospitalized with practically the 
same objective and subjective complaints. In 
this crisis the roof of the mouth was not in- 
volved. There were extensive ulcerations on 
the tongue and lips. Cutaneous lesions were 
more widespread. Headaches were not in- 
tense. The patient felt weak and discouraged. 
The vision dropped from 20/20 in each eye 
to 20/50. Cutaneous biopsy of a lesion (Fig. 
15) on the left shoulder revealed subepidermal 
edema with round cell infiltration. It was 
diagnosed as erythema multiforme. The cere- 
brospinal fluid revealed nothing remarkable. 
Steroids and antibiotics were withheld. Nupe- 
ral lozenges were used to relieve discomfort in 
the mouth. Dilute peroxide was used as a 
mouthwash. Furacin powder and _ vaseline 
gauze were applied to the genital lesions. The 
ulcers in the oral cavity healed within five 
days. The usual metamorphosis of the multi- 
form eruptions on the skin took place in the 
process of dissolution. 


COMMENT 


These 2 cases clearly illustrate the com- 
plexity of this malady and the difficulty 
in diagnosis and treatment. The patient 
in the first case, a Negro, dates back to 
1952, at which time he was hospitalized 
for epidemic parotitis. About two years 
later he was treated for bilateral epididy- 
mitis, lesions of the genitalia, muscle 
cramps of the extremities and a painful 
right ankle, with effusion. Approximately 
four years after he had contracted mumps, 
“soreness” developed in the left eye. There- 
after the clinical symptoms of the classic 
Behcet’s triad predominated. With re- 
peated crises, vision in the left eye pro- 
gressively deteriorated. The right eye 
likewise became involved. Bilateral epi- 
didymectomy was performed to remove a 
possible source of infection. This proved 
to be futile. In fact, histologic studies of 
the tissues did not display significant path- 
ologic change. Steroids and antibiotic 
therapy did not influence favorably the 
course of the disease. In view of the pro- 
zressive loss of vision in the right eye and 
absolute blindness of the left, the latter 
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was enucleated to eliminate a focal point 
that might account for the unfavorable 
reaction in the fellow eye. Steroids and 
antibiotic therapy were not resumed. 
Thereafter, the right eye remained in a 
quiescent stage. Emotional strain or read- 
ing would produce slight injection of the 
conjunctiva. An interesting complication 
observed in September 1959 was diabetes 
mellitus. It is my impression that the 
Behcet disease complex contributed to, if 
it did not directly precipitate, the diabetic 
condition. 

The second patient, a white man, has 
had diabetes since 1942. His first episode 
of ulcers of the genitalia occurred in 1958. 
One year later he presented himself to the 
dental clinic for treatment of lesions in 
the mouth. At that time examination 
revealed the typical Behcet’s triad. Medi- 
cation in the form of steroids and anti- 
biotics was withheld. The lesions healed 
spontaneously. The problem to be solved 
is whether earlier removal of the necrotic 
left eye could have prevented further loss 
of vision in the right eye. As has been 
stated, bilateral epididymectomy did not 
favorably influence the course of the dis- 
ease, despite the fact that these organs 
were frequently affected. Sezer and Evans 
were able to separate a neurotropic fil- 
trable virus from the subretinal exudate 
of patients with Behcet’s disease. Accord- 
ing to these authors, the virus has a 
predilection for the posterior segment of 
the eye. Histologic studies of such eyes 
display periarteritis, endoarteritis, nar- 
rowing of the retinal vessels, thrombus of 
the small veins and inflammatory reaction 
around the optic nerve. If further investi- 
gations substantiate the observations of 
these authors, early removal of the in- 
fected blind eye may control deterioration 
of sight in the remaining eye. Case 1 
illustrates the favorable result achieved by 
pursuing that course of therapy. Case 2 
confirms the impression that steroids and 











antibiotics do not influence the course of 
the disease. According to Sezer, “Cor- 
tisone increases the clinical manifestations 
and decreases the titrate of antibodies in 
the blood.” 


SUMMARY AND CONCLUSIONS 


Two cases of Behcet’s syndrome are 
reported. In the first case the patient was 
a Negro aged 29; in the second, a white 
man aged 37. Neither has ever left the 
United States. 

In Case 1 the left eye was enucleated 
to eradicate a trigger point for unfavor- 
able reactions in the fellow eye. The effect 
was very favorable. Coitus precipitated 
mild flare-ups in the remaining eye. 
Steroid therapy in any form brought about 
a temporary recession of the acute inflam- 
mation of the eyes. It did not arrest 
recurrent crises. Diabetes mellitus devel- 
oped several years after onset of the 
syndrome. 

Lorenz E. Zimmerman of the Armed 
Forces Institute of Pathology stated: 
“The changes observed in this eye are 
similar to those observed in several others 
obtained from patients with Behcet’s dis- 
ease.” (Kent ;® Woods; Martin!) 

In Case 2 the patient had had diabetes 
mellitus for about fourteen years. He 
presented the typical triad of Behcet’s 
syndrome in its acute stage. Studies of 
the spinal fluid, as well as the clinical 
picture, were suggestive of mild meningeal 
irritation. The external manifestations of 
the disease improved without recourse to 
steroids, antibiotic drugs or the injection 
of nonspecific proteins. 

Behcet’s syndrome is insidious in its de- 
velopment. It may start as a benign condi- 
tion and ultimately assume a malignant 
state. The external manifestations of the 
Behcet triad (ulcerations of the genitalia, 
aphthous lesions in the oral cavity and iri- 
docyclitis with hypopyon) may finally re- 
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sult in irreversible pathologic changes 
affecting various organs of the body. It 
may prove fatal when the central nervous 
system is involved. The pathogenesis of 
this disease has not yet been ascertained. 
Some investigators are convinced that it is 
caused by a filtrable virus that has a pred- 
ilection for the brain and the posterior 
segment of the eye. The external lesions 
merely reflect allergic reactions to necrotic 
products brought on by the offending 
virus. The problem to be solved is whether 
early removal of the diseased blind eye 
would control recurrent attacks in the re- 
maining eye. In the case of the Negro pa- 
tient here described, enucleation proved 
favorable. 





Author’s Note: The valuable assistance of the 
pathologist, Dr. H. K. Russell, in the study of 
the histopathologic slides is greatly appreciated. 
The cooperation of Messrs. Zigmund Savitski, 


’ Chief Laboratory Technologist, Raymond Zaroda, 


biochemist, and Andrew Andreeko, of Medical II- 
lustration Service, is gratefully acknowledged. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNG 


Es wird iiber zwei Falle von Behcets 
Syndrom berichtet. Der erste Kranke war 
ein 29jahriger Neger, der zweite ein 
387jahriger Weisser. Beide hatten nie die 
Vereinigten Staaten verlassen. 

An dem ersten Kranken wurde eine 
Enukleierung des linken Auges vorgenom- 
men, um eine Auslésungsquelle ungiinsti- 
ger Reaktionen im anderen Auge auszu- 
schalten. Der Erfolg war sehr giinstig. 
Geschlechtsverkehr fiihrte zu leichten 
Aufflackerungen im verbliebenen Auge. 
Alle Arten von Steroidbehandlung fiihrten 
zu zeitweiligem Riickgang der akuten Ent- 
ziindung des Auges, verhinderten aber 
nicht das Wiederauftreten der Krisen. 
Einige Jahre nach Auftreten des Syn- 
droms entstand ein Diabetes mellitus, 

Lorenz E. Zimmerman vom Pathologi- 
schen Institut der Streitkrafte bemerkt: 
“Die in diesem Auge (Nr. 921904) be- 
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obachteten Verinderungen dhneln denen, 
die in verschiedenen anderen Fallen von 
Kranken mit Behcets Krankheit festge- 
stellt wurden.” 

Der zweite Kranke hatte 14 Jahre lang 
einen Diabetes mellitus. Er wies die 
typische Trias des Behcetschen Syndroms 
in seinem akuten Stadium auf. Untersu- 
chungen der Riickenmarksfliissigkeit und 
klinische Beobachtungen deuteten auf eine 
leichte Reizung der Meningen hin. Die 
diusseren Erscheinungen der Krankheit 
verbesserten sich ohne Hilfe von Steroi- 
den, Antibiotika oder Einspritzung un- 
spezifischer Eiweisstoffe. 

Die Behcetsche Krankheit entwickelt 
sich schleichend. Sie kann als gutartiges 
Leiden beginnen und schliesslich eine boés- 
artige Form annehmen. Die dusseren Er- 
scheinungen der Behcetschen Trias (Geni- 
talgeschwiire, Aphthen der Mundhohle 
und Regenbogenhautentziindung mit Ei- 
teransammlung in der Vorderkammer) 
kénnen schliesslich zu unbeeinflussbaren 
krankhaften Veranderungen in verschie- 
denen Korperorganen fiihren. Sie kénnen, 
wenn das Zentralnervensystem befallen 
ist, sich als tédlich erweisen. Die Patho- 
genese der Erkrankung ist noch unbe- 
kannt. Manche Forscher sind iiberzeugt, 
dass das Leiden durch ein filtrierbares 
Virus, das eine Vorliebe fiir das Gehirn 
und den hinteren Abschnitt des Auges hat, 
hervorgerufen wird. Die ausseren Krank- 
heitsverinderungen spiegeln nur _aller- 
gische Reaktionen auf die vom Virus her- 
vorgerufenen nekrotischen Produkte 
wieder. Die Frage ist, ob die friihe Entfer- 
nung des erkrankten blinden Auges zur 
Ausschaltung von Riickfallen im verblei- 
benden Auge fiihren kann. Im oben be- 
schriebenen Falle des Negers hat sich die 
Enukleation als giinstig erwiesen, 


RESUME ET CONCLUSIONS 


Deux cas de syndrome de Behcet sont 
décrits; il s’agit d’un Noir de 29 ans et 
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d’un Blanc de 37 ans n’ayant jamais quitté 
les Etats-Unis. 

Dans le premier cas le malade a subi 
l’énucléation de l’oeil gauche pour suppri- 
mer la cause d’un déclenchement de réac- 
tions pathologiques de l’autre oeil. Le 
résultat a été trés favorable. Le coit a 
provoqué de faibles scintillements dans 
l’oeil restant. La thérapeutique stéroide 
sous une forme quelconque a eu pour ré- 
sultat une régression temporaire de |’in- 
flammation oeulaire aigiie, elle n’a pas 
empéché les récidives. II s’est installé un 
diabéte sucré plusieurs années aprés le 
début du syndrome. 

Lorenz E. Zimmerman, Armed Forces 
Institute of Pathology, déclare au sujet de 
ce cas: “Les modifications observées dans 
cet oeil (Acc. No. 921904) sont similaires 
a celles constatées dans plusieurs autres 
cas de malades atteints du syndrome de 
Behcet.” 

Le second malade avait présenté un 
diabéte sucré pendant environ 14 ans. Il 
montrait les symptémes typiques de la 
triade du syndrome de Behcet dans sa 
phase aigué. Lexamen du liquide cépha- 
lorachidien et les constatations cliniques 
faisaient songer a une légére irritation 
méningée. Les manifestations extérieures 
de l’affection se sont améliorées sans le 
secours de stéroides, d’antibiotiques ou 
d’injections de protéines non spécifiques, 

Le syndrome de Behcet est insidieux 
dans son évolution. I] peut débuter par 
un état bénin et évoluer vers la malignité. 
Les symptémes extérieurs de la triade de 
Behcet (ulcération des organes génitaux, 
lésions aphteuses de la cavité buccale et 
irido-cyclite avec hypopion) peuvent fina- 
lement aboutir 4 des modifications patho- 
logiques irréversibles affectant divers or- 
ganes, et fatales si le systeme nerveux 
central est intéressé. La pathogénése de 
cette affection n’a pas encore pu étre pré- 
cisée. Certains auteurs sont convaincus 
qu’elle est causée par un virus filtrant 














ayant une prédilection pour le cerveau et 
la partie postérieure de l’oeil. Les lésions 
extérieures ne sont que le reflet de réac- 
tions allergiques aux produits nécroti- 
dus au virus. Le probleme a résoudre est 
de savoir si l’énucléation de l’oeil atteint 
éviterait des crises de récidive dans |’autre 
oeil. Dans le cas du malade noir décrit 
plus haut |’énucléation s’est révélée fa- 
vorable. 


RESUMEN Y CONCLUSIONES 


El autor presenta dos casos con sin- 
drome de Behcet. El primer caso es un 
negro de 29 afios y el 2° un blanco de 37. 
Ninguno de los dos ha salido nunca de los 
E.E.U.U. El primer enfermo ftié some- 
tido a enucleaci6n del ojo izquierdo para 
desarraigar un estimulo de reacciones des- 
favorables en el otro ojo. El resultado 
fué satisfactorio. Durante el coito ex- 
periment6 escotomas centelleantes en el 
ojo remanente. La terapéutica cone este- 
roides produjo alguna recesién temporal 
en la inflamaciOn aguda ocular. Afos 
después del comienzo del sindrome se 
present6 diabetes mellitus. En el insti- 
tuto de patologia de las Fuerzas Armadas 
Zimmerman y E. Lorenz informaron los 
trastornos observados en este ojo (Acc. 
No. 921904) son similares a los observadas 
en otros varios obtenidos de enfermos con 
la enfermedad de Behcet. 

El segundo enfermo habia tenido dia- 
betes mellitus desde hacia 14 afios. Pre- 
sent6 asi mismo la tipica triada del sin- 
drome de Behcet en su estadio agudo. El 
estudio del liquido cefalorraquideo y las 
observaciones clinicas hicieron pensar en 
una irritaci6n meningea discreta. Las 
manifestaciones externas del enfermo me- 
joraron sin necesidad de recurrir a los 
esterides, los antibiéticos y a la inyeccién 
de proteinas inespecificas, 

La evolucién de la enfermedad de Behcet 
es insidiosa. Puede comenzar como la 
afeccién benigna alecanzando mas tarde un 
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periodo maligno. Las manifestaciones ex- 
ternas de la triada de Behcet (ulceraciones 
genitales, lesiones aftosas de la cavidad 
bucal e iridociclitis con hipopium) pueden 
mas tarde determinar alteraciones pato- 
l6gicas irreversibles que afecten varios 
é6rganos del cuerpo. 

Puede ser mortal si afecta al sistema 
nervioso central. No se ha logrado deter- 
minar la patogenia de esta enfermedad. 
Algunos investigadores estan convencidos 
de que esta causado por un virus que tiene 
predileccién por el cerebro y la parte pos- 
terior del ojo. Las lesiones externas re- 
flejan simplemente reacciones alérgicas a 
los productos necroticos producidos por el 
virus. El problema a resolver es el de si 
la extirpacion precoz del ojo ciego enfermo 
podra evitar la recurrencia de los ataques 
en el ojo que queda. En el caso del en- 
fermo negro aqui descrito la enucleacion 
demostr6 ser beneficiosa. 
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of modern proctology has been pres- 

ervation of the sphincter in prop- 
erly selected patients with carcinoma of 
the rectum. Meticulous preservation of 
the three bundles of the external as well as 
the internal sphincter, and in some cases 
the levators, in patients who would have 
ordinarily have undergone proctectomy is 
due largely to the unselfish efforts of cer- 
tain surgeons and anatomists. 

The chief question asked by patients 
who have rectal carcinoma is whether or 
not they must undergo a colostomy, It is 
highly gratifying to see the relieved ex- 


Or of the outstanding achievements 
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In 250 cases of carcinoma of the 
rectum, the author was able to per- 
form sphincter-saving operations in 
85. Forty-four patients underwent 
low anterior resection and 4] the 
pull-through procedure. 

The author expresses the opinion 
that, if the cases are properly se- 
lected, the results of sphincter-saving 
operations should be highly gratify- 
ing to the patient and a source of 
satisfaction to the surgeon. 














pressions on the faces of patients who can 
justifiably be told that the muscle can 
probably be saved, even though the reser- 
vation must be made that this decision 
must be made at the operating table. This 
has also proved to be a boon for patients 
who must undergo palliative resection. It 
seems unfair to subject a patient to colos- 
tomy in the presence of hepatic metastases 
and thus make the short remaining period 
of life more uncomfortable. 

The time has passed when one can say 
that there is only one operation for rectal 
carcinoma. The surgeon must be ac- 
quainted with various surgical technics for 
this purpose. The term “sphincter-saving 
operation” must not be applied loosely. It 
cannot be applied to operations on the por- 
tion of the sigmoid colon, where ordinarily 
a resection with primary anastomosis 
could easily be performed. Neither must 
it be wrongly applied in those cases of low 
carcinoma of the rectum in which radical 
extirpation is mandatory. The term oper- 
ation can only be rightfully applied when 
the lesion is approximately between 6 and 
10 cm. above the anus, 

It is beyond the scope of this paper to 
go into the history of the sphincter-pre- 
serving operations. Let it suffice to state 
that attempts at preservation of the 
sphincter are not new. The great strides 
made of late, however, have been largely 























VOL. 34, NO. 2 


due to the efforts of Babcock, Bacon and 
Dixon. 

No one would accept colostomy if it 
could safely be avoided. The surgeon is 
not justified in removing the rectum of a 
patient needlessly, since, should he himself 
be unfortunate enough to have rectal car- 
cinoma so located as to make it possible, 
he would certainly insist upon preserva- 
tion of the rectum. To be fair with the pa- 
tient is absolutely necessary. Dixon fre- 
quently tells the story of one of his former 
chiefs who, because of the great number of 
operations performed for carcinoma, came 
to accept them as routine and as a rule 
was quite brief in telling patients that they 
needed resection of the rectum. He was 
more in a hurry than usual one day, how- 
ever, and told an elderly lady that she 
needed extirpation of the rectum for a ma- 
lignant tumor and that he had scheduled 
the operation for the following day. The 
patient said, ‘““Now wait a minute, don’t be 
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so much in a hurry. Let me think this 
over. You know, I have become quite fond 
of my rectum.” This incident, though it 
may seem, on the surface, merely humor- 
ous, serves to emphasize the gravity of the 
decision. 

The Problem.—My interest in preserva- 
tion of the sphincter began when I saw 
how remarkably well some of my patients 
did who had undergone removal of a por- 
tion of the rectum and the sigmoid portion 
of the colon with primary anastomosis. 
This interest was intensified when I re- 
viewed the operative and pathologic rec- 
ords and noted that in many of the cases 
I had transected the bowel only a few 
centimeters below the lesion. Having 
worked with Dixon and having followed 
his work for many years, I was impressed 
by his excellent five-year survival rates in 
spite of the fact that in many cases he 
did not proceed far below the lesion. In 
other words, excellent survival rates had 











Fig. 3. 


been obtained in spite of the fact that we 
had not performed what some might call 
“adequate cancer surgery.” I studied the 
results of those surgeons who were ex- 
ponents of the Miles combined abdomino- 
perineal resection technic for all rectal 
carcinomas. I could not understand why 
the distal portion of the rectum and 
sphincters were removed and the lateral 
ligaments, the levators and in many cases 
the ischiorectal fat were allowed to re- 
main. I saw these Miles abdominoperineal 
resections performed for lesions much 
higher than 6 cm. In other words, they 
were performed for lesions which were 
drained by the superior hemorrhoidal 
lymphatic, or, in other words, the superior 
drainage. I could not see the reason for 
removing the normal portion of rectum 
below this lesion. Experiments by numer- 
ous investigators have proved beyond a 
doubt that retrograde spread is limited. 
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Studying the results of these investigators, 
I concluded that sacrifice of the sphincters 
was entirely unnecessary for lesions in the 
upper portion of the rectum. I have lis- 
tened to the arguments of those surgeons 
who say that if a cure of carcinoma is at 
stake one must not consider the ‘“‘sentimen- 
tality” of saving sphincters; but let us look 
at the actual facts. At our own hospital, 
as has been proved by actual figures, the 
survival rate was actually lower some 
years ago when we did not perform sphinc- 
ter-saving operations frequently. Now, 
when sphincter-saving operations are per- 
formed much more frequently, the sur- 
vival rates are actually better. I do not 
wish to base my arguments on sentimen- 
tality, but let me repeat here that no one 
can be said to like a colostomy. The psy- 
chic effect on a patient is terrific. People 
will put up with the poor control of a 


- perineal anus without a complaint rather 
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than have an abdominal colostomy. 
Investigation.—The treatment of carci- 
noma of the upper portion of the rectum is 
entirely different from that of a similar 
lesion in the lower part. The reason is 
a definite anatomic difference. There is 
nothing precise or exact in this world, but 
for practical purposes the rectum may be 
divided at the peritoneal reflection into an 
upper and a lower part. The peritoneal 
reflection coincides closely enough with the 
middle valve of Houston. This is the level 
at which the two lymphatic areas of the 
rectum are differentiated. The upper level 
is drained exclusively through the superior 
pedicle, while the lower portion is drained 
by all three pedicles, the superior, the 
middle and the inferior. If the lesion is 
in the lower portion of the rectum the 
lateral spread becomes important, and for 
this reason a sphincter-saving operation is 
not feasible in this location. In fact, for 
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lesions in the lower portion of the rectum, 
the Miles operation may prove insuffi- 
ciently radical. 

The time is coming when all the fascia 
is removed with the rectum in an effort 
to remove all the nodes in operating for 
carcinoma low in the rectum. 

The question arises, “What does one 
mean by a sphincter-saving operation?” In 
this hospital we define it as either a pull- 
through operation or an extremely low 
anastomosis for a lesion between 6 and 10 
centimeters above the anus. Retrograde 
spread of the tumor has been relatively 
unimportant in lesions of the upper por- 
tion of the rectum. Modern investigators 
have proved Miles wrong in his statement 
concerning the lymphatics and the fre- 
quency of downward spread. I should say 
that an extremely low anastomosis per- 
formed either by the anterior or by the 
posterior approach is not as radical as a 











JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST, 1960 





rae. 7%. 


form of the pull-through operation that 
makes it possible to remove the levators 
and clear the ischiorectal fascia of fat. 
Three of my patients who have undergone 
sphincter-saving operations have done 
better, generally, then those subjected to 
the Miles operation or modifications there- 
of. Their immediate convalescence is 
smoother; there is less impotence; there 
are fewer urinary complications, and the 
survival rate is higher. The arguments I 
have heard throughout the United States, 
however, in discussing this matter with 
other surgeons, is that the survival rate in 
general is higher for lesions high in the 
rectum. This is correct, but one must 
remember that these sphincter-saving 
operations were performed for lesions be- 
tween 6 and 10 cm. above the anus, and we 
have compared our results with those 
obtained when the Miles resection was 
performed for lesions in a similar area. 
In all fairness it must be said that, 





Fig. 8. 


although there is less impotence and fewer 
urinary complications follow the sphinc- 
ter-saving operations, the higher survival 
rates obtained here are due more to the 
fact that we do left hemicolectomies and 
high inferior mesenteric artery ligations 
more frequently than the specific maneu- 
vers of the sphincter-saving procedure it- 
self. When the entire rectum is removed 
we know that the bladder support is re- 
moved and there is more chance of im- 
potence, urinary complications and pro- 
longed convalescence, owing to the wide 
area of potential infection. 

In a ten-year period I have observed 250 
cases of carcinoma of the rectum and have 
operated on 240 such carcinomas. At the 
time of writing, 125 patients, or 50 per 
cent, are alive. I was able to save the 
rectum and avoid colostomy in 85 patients ; 
57 of these patients are alive (67.06 per 
cent). This figure is quite high, since 
many of these operations were performed 
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in the past several years and sufficient 
time has not passed to evaluate the statis- 
tics properly. The operative mortality is 
low (2.35 per cent). The morbidity rate 
is also low (4 patients, or 4.7 per cent), 
and this represents infection in the hollow 
of the sacrum, which eventually disap- 
peared but required prolonged hospitaliza- 
tion. I was able to do low anterior resec- 
tions on 44 patients, and these had perfect 
bowel control. I performed the pull- 
through procedure on 41 patients. These 
41 patients had reasonably satisfactory 
control provided they administered ene- 
mas each day or two. Not one of them 
would trade his pull-through procedure 
for a colostomy. 

Technic.—To avoid misunderstanding I 
have included a series of pictures depicting 
the technic of low anterior resection as 
well as the pull-through procedure. These 
pictures are self-explanatory (Figs. 1 to 
11, inclusive). 
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ZUSAM MENFASSUNG 


In einer Gruppe von 250 Fallen von 
Mastdarmkrebs ist es dem Verfasser 85 
mal gelungen, sphinktererhaltende Opera- 
tionen auszufiihren. An 44 Kranken er- 
folgte eine tiefe vordere Resektion, und in 
41 Fallen wurde ein Durchzugsverfahren 
ausgefiihrt. 

Bei sorgfaltiger Auswahl der Fille 
koénnen Operationen, die den Sphinkter er- 
halten, fiir den Patienten und fiir den 
Chirurgen héchst befriedigend sein. 


RESUMEN 


De un grupo de 250 casos de carcinoma 
del recto el autor pudo operar 85 con me- 
todos conservadores del exfinter. En 14 
casos practico una reseccion anterior baja 
y en 41 casos un pull-through. Cuando se 
seleccionan bien los casos las operaciones 
con conservacién del exfinter son alta- 
mente agradecidas para el enfermo y una 
fuente de satisfacci6n para el cirujano. 


RIASSUNTO 


In un gruppo di 250 casi di carcinoma 
del retto l’autore riusci a salvare lo sfin- 
tere in 85. Di essi 44 ebbero una resezione 
anteriore, 41 un intervento di svagina- 
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zione. Se si fa una scelta accurata, gli 
interventi con consevazione dello sfintere 
sono i pid accetti ai malati e i pit: soddis- 
facenti per il chirurgo. 


SUMARIO 


O A. foi capaz de poupar o esfincter anal 
em 85 casos entre 250 carcinomas retais. 
Praticou o abaixamento anterior em 41 e 
nos outros 41 faz a reseccaéo ampla. A 
intervencao que poupa o esfincter nos casos 
selecionados confere resultados anima- 
dores. 


RESUME 


Sur une série de 250 cas de carcinomes 
du rectum, l’auteur a pu pratiquer dans 
85 cas des opérations préservant le sphinc- 
ter anal. Quarante-quatre malades ont 
subi une résection antérieure basse, qua- 


-rante-et-un la technique dite du “pull- 


through.” Une sélection judicieuse des cas 
permet d’obtenir des résultats extréme- 
ment réjouissants aussi bien pour le ma- 
lade que pour le chirurgien. 
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Men who look on nature, and their fellow-men, and cry that all is dark and gloomy, 
are in the right; but the sombre colors are reflections from their own jaundiced eyes 
and hearts. The real hues are delicate, and need a clearer vision. 





—Dickens 
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to the loss or impairment of organ or 

body function as a result of trauma or 
injury to other than the nerves, spinal 
cord or brain, there is a large area of 
potential or actual post-traumatic disabil- 
ity based upon the abnormal mental reac- 
tion of a patient to an injury and to the 
medical care that follows the injury. Here 
is a sphere of medicine that offers an ex- 
cellent opportunity for the collaboration of 


[’: addition to the disability which is due 
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The proper management of pa- 
thologic mental reactions to injury 
of structures other than neural re- 
quires the cooperation of the trau- 
matic surgeon, the psychiatrist, the 
family doctor and the attorney. 

It is important to be fair both to 
the unfortunate sufferers from gen- 
uine psychiatric conditions, since 
they are truly ill and hold them- 
selves to be so, and to those who are 
asked to pay compensation for these 
disabilities and are entitled to know 
the prognosis, the extent to which 
trauma has caused the condition and 


the best form of treatment. 














the traumatic surgeon and the psychia- 
trist. There is a real need for a continuing 
study of these pathological mental reac- 
tions in order that the scope of this prob- 
lem may be defined, the origins of these 
cases be determined, and the prevention 
and treatment of such illnesses be better 
understood. 

In recent years there has been an in- 
creased incidence of unusual mental reac- 
tions following non-neural traumas, espe- 
cially when these injuries have occurred 
in industry or in traffic. There can be 
little doubt that the changing conceptions 
of social security have been in the back- 
ground of this multiplication of mental 
reactions. Today the population in general 
is more oriented than formerly to the idea 
of being taken care of financially by a 
society in. which monetary values appear 
to be dominant. As Davidson states, “This 
is a disability-conscious world.” Therefore, 
it has become increasingly common for the 
injured person to ask, “Who will pay for 
this injury?” A parallel causative factor 
is the increased availability of compensa- 
tion and of insurance protection, which 
serve as attractive sources of recompense 
after injury. As Walshe has stated, ‘“Cir- 
cumstances invite the sufferer to make the 
most of his situation.” 

Also, the general public has moved more 
toward the belief that there may be some 
justification in being paid for suffering 
and mental distress, regardless of whether 











these psychic reactions are real mental 
illnesses, based upon unconscious motiva- 
tions outside the voluntary control of the 
patient, or whether they are merely the 
pain and suffering that may be expected to 
follow physical injury. 

This presentation deals only with the 
more pronounced and pathologic mental 
reactions which are definite psychiatric 
diseases or conditions, omitting from con- 
sideration the expected pain and suffering 
of the person who has been physically 
hurt. 

The Range of Possible Mental Reactions 
to Injury.—There is a wide range of pos- 
sible mental reactions to physical injury. 
The ordinary pattern of response is fairly 
typical and includes the mental shock or 
astonishment of having been hurt, the 
awareness of pain, the need to have 
something done, the necessity for assur- 
ance of treatment and of escape from 
death, the inquiry as to the time and de- 
gree of the expected recovery, the need to 
affix blame or to assign a cause for the 
accident, the acceptance of medical care 
as adequate and the optimistic expectation 
of return to the best functional capacity 
that is logically possible. To these normal 
reactions must be added, in many cases, 
the awareness of compensation or financial 
benefits and the feeling that a claim for 
these is justified. 

Any one of these phases may be absent, 
minimized or increased, and it is usually 
the last-named variable, increase or exag- 
geration, that accounts for the unusual re- 
actions that are the concern of this paper. 
It is these added reactions of augmenta- 
tion or exaggeration that serve to extend 
a disability in time or to increase it in 
severity. 

The immediate reaction to injury ranges 
from, “Why did it have to be me?” to 
“Everybody gets it sooner or later,” or “It 
could have been much worse.” Those who 


feel that they have been particularly 
selected for misfortune are quite likely to 
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have a need to project the blame away 
from themselves; to fate or bad luck or, 
more probably, to the employer, a fellow- 
employee or the operator of a machine or 
vehicle. This resentment factor is of 
great importance in promoting and ex- 
tending disability. 

The immediate availability of treatment 
and care, or the promise of it, should have 
considerable stabilizing value. Even more 
important in this connection than the 
actual quality of the care is the manner in 
which it is given in terms of kindness, 
carefulness, sympathy and reassurance. 
The injured person is fearful, and he 
wants to be certain that everything pos- 
sible is being done for him. It is often 
difficult to draw the line between good care 
and assurance on the one hand and in- 
jurious overprotection on the other. 

The greater the fear of the injured pa- 


_ tient, the larger is his capacity for sugges- 


tion and resentment. It is harmful, there- 
fore, for any other person to exaggerate 
the severity of the injuries or, worse yet, 
to magnify the danger potentials, or the 
near-potentials, or the accident situation. 
Many persons are overimpressed by the 
side remarks and unnecessary activities of 
their medical attendants, attaching more 
importance to them than they do to the 
quality of the professional acts. For ex- 
ample, observations of medical personnel 
to injured patients such as, “You almost 
didn’t make it,” “We got to you just in 
time,” “‘You’re lucky to be here,” etc., can 
have serious potentiality for the elabora- 
tion of severe emotional reactions to in- 
jury. Some of these injurious statements 
are made erroneously by those who are 
trying to “encourage” the patient; other 
remarks are made possibly to support the 
ego of the professional attendant, 

The initial medical contact is of the 
greatest importance. The patient should 
be seen promptly and examined carefully, 
with no display of suspicion, indifference, 
antagonism or skepticism on the part of 




















VOL. 34, NO. 2 


the medical personnel. At the same time, 
the patient should be oriented toward good 
treatment, recovery and return to duty. 
This should be a team approach by all the 
medical personnel who meet the patient, 
since one member with a poor approach 
can undermine the good efforts of the 
remainder of the medical group. 

Resentment is a feeling that varies in 
usage with different persons as they react 
to the stresses of living. The less secure 
and less stable have greater need to blame 
others for misfortune. Aversion to work, 
job dissatisfaction, insecurity on the job, 
greed and medical mishandling all contrib- 
ute to the development of resentment. It 
is also fed by guilt, and the person who 
knows that he has contributed to his injury 
and who has been accused of so doing, will 
use indignant displeasure to cloak his 
guilt. Those who have long been bitter 
because of poverty or inferior social status 
can use this same feeling, after injury, to 
express animosity toward the rich em- 
ployer or the wealthy corporation. Re- 
sentment is partially unconscious in its 
motivations, but it is conscious in its goals. 
The final step in the psychologic process 
of resentment is that of overprotestation 
of rightfulness, honesty and even right- 
eousness. This act of overemphasis and 
dogmatism, in itself, suggests the weak- 
ness of the basic claim for retaliation and 
recompense. 

The possible factor of gain from illness 
cannot be omitted from any discussion of 
abnormal mental reactions following in- 
jury. In fact, many believe that it is the 
possibility of compensation that starts 
these processes and the availability of it 
that perpetuates them, 

Unconscious gain is to be understood as 
freedom to move and to react, the ability 
to escape pain, to have pleasure and to 
maintain satisfying personal relations in 
terms of acceptance and love. The un- 
conscious aspect of the mind is not con- 
cerned with specific persons, situations or 
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objects, and, in particular, not with money 
as such. 

Conscious gain is associated to a very 
large extent with monetary awards, with 
the escape from duty and responsibility 
and with retaliation. 

The intermingling of these two sets of 
needs, unconscious and conscious, to gain 
from illness and injury make the analysis 
of these problems quite difficult, since the 
unconscious and the conscious aspects of 
the patient’s mind may act together in a 
single reaction. 

Predisposition to Mental Illness.—The 
occurrence of an unusual mental reaction 
following an injury to a non-neural part 
of the body is the result of an interreaction 
between a specific personality pattern and 
the psychic impact of a given traumatic 
situation. It should be obvious that there 
is considerable variation in the degree of 
potential that exists within each of these 
factors in the causation of post-traumatic 
psychopathologic conditions. Some per- 
sons are so highly predisposed to mental 
instability that a minor trauma will initi- 
ate a severe psychic reaction. On the 
other hand, some accidents and injuries 
are so psychologically terrifying or shock- 
ing as to constitute a psychic injury to all 
but the most stable personalities. Most 
fair-minded observers will agree that pre- 
disposition is a more potent factor in the 
development of mental illness after non- 
neural injury than is the nature of the 
injury itself. 

Persons who are immature, who have 
been overprotected, who are selfish, who 
do not like to work, who have few areas 
of social stability, who feel unwanted, who 
are suspicious, jealous and greedy and who 
have an inadequate philosophy of life are 
highly predisposed to abnormal mental re- 
actions following injury. Also, those who 
have had an earlier experience of injury 
with a subsequent abnormal mental reac- 
tion, especially when they have suffered 
the loss of members or organs of the body, 
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are more highly susceptible to the repeti- 
tion of such reactions. 

There are two criteria for the measure- 
ment of the extent to which predisposition 
enters into the field of post-traumatic 
psychopathology, and they are quite dis- 
similar. 

First, the importance of predisposition 
can be measured by assessing the im- 
maturities and weaknesses in the patient’s 
life history and personality structure and 
comparing them with the average person’s 
background and makeup. This is a diffi- 
cult and somewhat inexact procedure, but 
it can be done scientifically by a trained 
psychiatrist, and the results have definite 
value within the limitations inherent in 
such an appraisal. 

Second, it can be assumed that what we 
call “normal” has a wide range of varia- 
tion; that people are people and that trau- 
ma is no selector or respecter of person- 
ality types; therefore, not too much em- 
phasis should be placed upon the matter 
of specific predisposition to abnormal men- 
tal reactions following an injury. From 
this line of thinking it follows that, if a 
mental reaction follows a non-neural trau- 
ma, that in itself is evidence of the power 
of the trauma to create such a reaction in 
that particular person, who previously, in 
spite of any predispositions, real or as- 
sumed, was making an adjustment to life. 

It is apparent that these two points of 
view are radically dissimilar in their con- 
ceptions. The first one has, in my own 
opinion, definite scientific merit in the 
analysis of the entire problem. The second 
hypothesis is practical and is the basis for 
the evaluation of certain proceedings for 
civil damages, when, for example, it is held 
that particular traffic accidents do not 
select their victims. 

Clinical Reaction Types.—The clinical 
reactions encountered range from psy- 
chosis through neurosis and “compensa- 
tionitis” to malingering. 
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Psychosis Following Trauma: Psychosis 
is the term reserved for the severe form of 
mental illness usually called insanity. The 
psychotic patient has loss or impairment 
of contact with reality and is subject to 
disorientation, illusions, hallucinations, 
confusion, delusions and illogical unpre- 
dictable behavior. Psychoses may be due 
either to pathologic conditions of the brain 
or to disorder of the psychic function 
based upon disturbed sociologic and psy- 
chic needs and influences. This paper, 
as stated, is concerned only with the latter 
kind of psychoses, the so-called functional 
variety. 

It would appear that non-neural injuries 
are no more than precipitating events in 
the causation of the psychoses that appear 
after the injury. In most cases there is 
the release of psychotic symptoms in a 
patient who has had a latent but unnoticed 


- or undiagnosed psychosis, while in a mi- 


nority of instances there may be the pre- 
cipitation of a psychotic break in a patient 
who previously had a strong tendency to 
become psychotic, 

The most common psychotic reaction is 
the schizophrenic type. This appears in a 
variety of forms, with splitting off of the 
emotional coloring from the thought proc- 
esses as the chief characteristic. Thus, the 
schizophrenic patient appears to be de- 
tached from reality or, as is commonly 
stated, withdrawn. It is not medically 
probable that schizophrenia is ever di- 
rectly caused by injury. On the other 
hand, potential schizophrenic patients 
and persons in remission after previous 
psychotic episodes may again show active 
schizophrenic symptoms after certain 
kinds of injury. The type of injury most 
likely to activate a schizophrenic illness 
is one that would facilitate withdrawal 
from activity, such as an injury requiring 
prolonged bed rest, one that would entail 
much personal embarrassment owing to 
disfigurement or one that is sexually trau- 
matic. 
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A second and less common psychosis is 
the manic-depressive form. This illness 
is characterized by mood swings ranging 
from mania or hypomania to depression. 
Here, again, it is not probable that injury 
can cause manic-depressive psychosis, but 
at the same time a patient who has had 
this illness or who is predisposed to it 
may go into a psychotic episode after in- 
jury, especially when it entails a threat to 
his physical or mental capacity as a highly 
responsive conforming person. The more 
common reaction is pathologic depression. 

A third form of psychosis, and an im- 
portant one, is involutional psychosis. This 
usually appears as melancholia or depres- 
sion but may be encountered as a paranoid 
or persecutory illness. This is probably 
the only form of psychosis that may be 
directly precipitated by trauma, especially 
when it involves maiming or a physical 
handicap. 

In considering the possibility of post- 
traumatic psychosis, it is to be remem- 
bered that the human mind is extremely 
complex and that the genesis of a psychosis 
is a complicated matter. The mind of the 
patient may have been predisposed to 
breakdown in areas other than response 
to injury, and the entire life situation of 
the patient must be studied for possible 
causes of his mental breakdown. 

Any psychosis, to be considered as re- 
leased by trauma, should appear soon after 
the injury, and psychiatric appraisal 
should show that the patient has been pre- 
occupied with the fact, mechanisms and 
results of his injury. Actually, the patient 
may have very distorted ideas about these 
relations and may even over-deny them, 
but at least his thought content should 
deal largely with the accident, and cer- 
tainly not exclusively with some other 
phase of his life experiences. 

Neurosis Following Trauma: Neurosis, 
or psychoneurosis, is a form of mental ill- 
ness in which symptoms or complaints are 
used unconsciously, by a patient who is 
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obviously well oriented to the external 
world, to signify or symbolize some emo- 
tional conflict that he cannot face at a con- 
scious level. The thing symbolized is usu- 
ally some need to escape from duty or re- 
sponsibility or a desire for something that 
the patient cannot have or does not deserve 
at a conscious level. For example, a neu- 
rotic headache, neurotic back pain or a 
hysterically weak hand may be used to 
avoid work or to gain the care, love and 
attention normally given to a sick person. 

There is ‘rather general agreement 
among psychiatrists that the neuroses ap- 
pearing after trauma are no different from 
the neuroses «vhose onsets have no relation 
in time to accidents or injuries. It is 
interesting, as Davidson has recently 
noted, that although the term “traumatic 
neurosis” is commonly used, such a classi- 
fication has no official standing in the cur- 
rently accepted nomenclatures. 

The symptoms fall into two major 
groups, the anxiety neuroses and the 
hysterias. With anxiety neurosis there is 
a continuing state of apprehension with 
unconscious mobilization of the body econ- 
omy for “fight or flight” in the absence of 
such behavior or any real need for it. The 
patient is anxious, apprehensive, overvigi- 
lant and subject to insomnia. 

Anxiety neurosis appearing after injury 
may develop as a symbol of the patient’s 
inability to continue in his life situation 
after an accident. The patient complains 
that he is afraid of what will happen to 
him, that he cannot relax or sleep, that 
he feels that something is going to happen, 
that he may die, ete. All of this is ex- 
perienced in the absence of any real evi- 
dence of disability or impending doom or 
disaster. The patient with anxiety neu- 
rosis tends to regress to earlier levels of 
dependence, to become more like a child in 
his demands for care and_ protection. 
These neuroses tend to envelop the whole 
person, not just the injured area. 











In a patient with hysteria there is locali- 
zation of loss to some organic area so de- 
privea of function as to make the patient 
incapable, impotent or irresponsible in his 
tasks. He may not be able to walk, to 
write, to speak, to see, etc. In this form 
of neurosis there is loss of function due to 
unconscious needs but without impairment 
of structure. A normai-appearing hand 
will not close, or a normal eye is said to be 
sightless. Such patients are typically sat- 
isfied with the demonstration of their 
functional disability, thus showing “la 
belle indifference” of the hysterical per- 
son. 

“Compensationitis” Following Trauma: 
In my experience, this subdivision consti- 
tutes by far the largest group of cases of 
post-traumatic mental reactions. The 
term ‘“compensationitis” is used to de- 
scribe the condition of a patient who has 
had an injury or threat of an injury and 
consciously perceives that there is a poten- 
tial source of compensation, after which 
he rationalizes and projects himself into 
a righteous position as worthy of recom- 
pense. Since this goal is consciously per- 
ceived, the patient is a more active protag- 
onist in behalf of his claim for tangible 
compensation than is the patient who is 
truly neurotic. 

“Compensationitis” is a better term than 
compensation neurosis, since by definition 
this attitude is not a true neurosis. Even 
authors who use the term “compensation 
neuroses,” e.g., Noyes and Kolb, make 
statements to the following effect: ‘‘Work- 
men’s compensation acts and industrial 
accident insurance have greatly increased 
the incidence of compensation neuroses.” 

The main characteristics of the thinking 
processes in these persons are resentment 
and justification of the need for recom- 
pense. Some persons go through life bear- 
ing a great deal of resentment about 
many situations and many persons. In 
case of injury they have a strong need to 
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express resentment, first against the em- 
ployer or the supervisor, and second 
against the medical personnel who care for 
them. 

Once a patient has or is given an exag- 
gerated conception of the extent of his 
injury, he may easily acquire a sense of 
grievance and resentment. Then, con- 
fronted with a possible and socially accept- 
able source of compensation, he is well on 
the way to the development of a clinical 
state of “compensationitis.” His disability 
will become his gainful occupation, and he 
must not get well or he will lose his ‘‘job.”’ 

The longer a settlement is delayed by 
financial offers and counter-offers, by ex- 
aminations and conferences with different 
opinions expressed, by enforced absence 
from work or responsibility and by re- 
hearsal of complaints before referees, 
judges or juries, the more deeply ingrained 
and the more obligated the person becomes 
to maintain his status as an injured person 
and one who is deserving of compensation. 

Malingering After Trauma: Simulation 
of symptoms, or malingering, is deliberate, 
conscious fraudulent imitation or exag- 
geration of illness for gain. The element of 
fraud is essential to this diagnosis. Com- 
plaints, symptoms or signs are consciously 
produced and demonstrated to gain money, 
to avoid duty or work, to wriggle out of 
punishment and to escape responsibility. 

The malingerer has no past history of 
illness or experience of complaints to rely 
upon; his orientation is toward the future, 
and he is consciously manipulating the 
present situation toward his goal, He is 
made uneasy, therefore, by history taking 
and even more so by repeated examina- 
tion, both of which cause him to work 
diligently to maintain a consistent picture 
of disability. 

Diagnosis.—The diagnosis of abnormal 
mental reactions occurring after non- 
neural trauma should rest upon their posi- 
tive identification as definite mental dis- 
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ease processes, with certain added charac- 
teristics that relate them to the injuries in 
question. 


These mental reactions should not be 
diagnosed by exclusion, that is, by a 
failure to find physical variations from 
normal to account for symptoms and 
complaints and then to assume that con- 
sequently there must be pathologic mental 
reactions present to account for the symp- 
toms, when actually such psychopathologic 
disturbance does not exist. 

Another error is to accept all com- 
plaints, symptoms and even signs as 
evidence of true mental illness, thus fail- 
ing to consider the possible variations of 
normal personality function and the mis- 
representations of the malingerer. In 
considering the range in variation of 
normal reactions, some line must be drawn 
between the expected complaining of the 
person who has been injured and the 
appearance of frank mental illness. Cer- 
tain persons are more demonstrative than 
others, and some verbalize more fluently 
and at greater length. The productions of 
these particular persons are normal for 
their personality reactions after injury, 
and their frequent complaining does not 
constitute real mental illness. 


Differential Diagnosis: The diagnosis of 
psychosis is usually not difficult. Distor- 
tion of reality, confusion in thinking and 
bizarre, unpredictable behavior are typical 
of this condition. The psychotic patient 
tends to lose the ability to discriminate 
between his inner experiences and the 
facts of reality; thus, he generally fails to 
realize that he is ill. 

Neurosis is characterized by the con- 
sistent, day-to-day presence of symbolic 
complaints, signs or symptoms that are 
used to disguise some inadequacy of the 
patient that he cannot accept consciously. 
The complaints, symptoms or signs have 
no real meaning in terms of physical anat- 
omy, time or external occurrences, They 
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involve the parts of the body only in terms 
of their functional meaning to the patient. 
These “symptoms” are continually present 
and are a part of the total reaction of the 
patient. They tend to excite a secondary 
reaction in the patient because they are 
real to him. He may react either with 
marked anxiety, which he cannot under- 
stand, or less often with a great indif- 
ference that is definitely pathologic. 

“Compensationitis” is identified by a 
focalization of complaints to the injured 
part, by a claim of pronounced disability 
in a restricted area of activity, by a rela- 
tive lack of interest in prognosis and treat- 
ment, by an absence of signs of true inner 
tension and conflict and especially by a 
strong factor of resentment and a con- 
scious orientation toward monetary evalu- 
ation of the illness and settlement in 
accordance. 

The detection of malingering is a battle 
of wits between the doctor and the fraudu- 
lent patient. In general, the malingerer 
resents examination, lacks frankness, 
hesitates before answering, sometimes 
gives very poor answers, fails to look at 
the examiner (or, less often, stares at the 
physician) and overplays his part. In an 
attempt to be clever, the simulator will 
give vague, noncommittal, “unreal” an- 
swers. During examination the malin- 
gerer has the problem of maintaining con- 
sistency in his responses. The physician 
may break the malingerer by repeated 
examinations with careful recording of the 
history, complaints and clinical data and 
by examination while the alleged patient’s 
attention is distracted to other matters, 


SUMMARY 


The diagnostic character of the various 
abnormal mental reactions that may follow 
non-neural injury are described. 

Abnormal mental reactions to non- 
neural injuries are definitely on the in- 














crease, This appears to be due to the in- 
creased appreciation and need of social 
security on the part of the general popula- 
tion and the parallel availability of sources 
of recompense in insurance and workmen’s 
compensation funds. Most of the abnor- 
mal mental reactions following non-neural 
injury fall into a classification best de- 
scribed as “compensationitis,” which rep- 
resents a mixture of conscious and un- 
conscious motivations. 

The proper management of pathologic 
mental reactions to injury of structures 
other than neural requires the cooperation 
of the traumatic surgeon, the psychiatrist, 
the family doctor and the attorney. 

It is important to be fair both to the 
unfortunate sufferers from genuine psy- 
chiatric conditions, since they are truly 
ill and hold themselves to be so, and to 
those who are asked to pay compensation 
for these disabilities and are entitled to 
know the prognosis, the extent to which 
trauma has caused the condition and the 
best form of treatment. 


RESUME 


Les caractéristiques du diagnostic de 
divers états mentaux pathologiques pou- 
vant étre provoqués par des traumatismes 
autres que neuraux est décrit. 

Ces cas sont incontestablement en aug- 
mentation. Ce fait semble étre di a une 
meilleure appréciation médicale ainsi 
qu’au développement de la sécurité sociale 
parallélement aux possibilités de dédom- 
magement des assurances et des caisses de 
compensation. La plupart des réactions 
mentales pathologiques aprés des trauma- 
tismes autres que neuraux tombent dans 
une catégorie 4 laquelle le terme qui con- 
vient le mieux est celui de “compensa- 
tionite,”’ qui définit un ensemble de motiva- 
tions du conscient et du subconscient. 

Le traitement rationnel de ces cas 
requiert la coopération du chirurgien spé- 
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cialisé en traumatologie, du psychiatre, du 
médecin de famille et du juriste, 

Il importe d’étre équitable a la fois en- 
vers les infortunés patients qui sont en 
fait de véritables malades et qui se con- 
sidérent aussi comme tels, et envers ceux 
auxquels sont réclamées des indemnités 
et qui ont le droit de connaitre le pronostic, 
la part du traumatisme dans |’état du ma- 
lade ainsi que la meilleure forme de traite- 
ment. 


ZUSAMMENFASSUNG 


Die differentialdiagnostischen Eigenhei- 
ten der verschiedenen unnormalen 
seelischen Reaktionen, die auf eine nicht 
neurologische Verletzung folgen k6énnen, 
werden beschrieben. Derartige Reaktionen 
auf nicht neurologische Verletzungen kom- 
men ohne Zweifel in steigendem Masse 
Offenbar hangt das mit der steigen- 
den Wertschitzung und der wachsenden 
Nachfrage nach sozialer Sicherheit seitens 
der Allgemeinbevélkerung und mit der 
wachsenden Verfiigbarkeit von Entschidi- 
gungsquellen durch private und Arbeits- 
versicherungen zusammen. Die meisten 
krankhaften Reaktionen nach Unfallen 
ohne Nervenverletzungen fallen in eine 
Gruppe, die man am besten als ‘“Komper- 
sationitis” klassifiziert, worunter eine Mi- 
schung von bewussten und unbewussten 
Beweggriinden verstanden wird. 

Die richtige Behandlung pathologischer 
Gemiitsreaktionen nach Verletzungen von 
Gebilden ausserhalb des Nervensystems 
erfordert die Zusammenarbeit des Unfall- 
chirurgen, des Psychiaters, des Hausarztes 
und des Rechtsberaters. 

Es ist wichtig, sowohl den ungliickseli- 
gen Opfern echter seelischer Verletzungen 
gerecht zu werden, die ja wirklich krank 
sind und sich fiir krank halten, als auch 
den Leuten, von denen Entschadigungen 
fiir diese St6érungen erwartet werden, und 
die ein Recht haben, iiber die Prognose, 
den Anteil des Unfalls an der Entstehung 
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der Krankheit und die beste Behandlungs- 
methode informiert zu sein. 


RIASSUNTO 


Vengono descritti i criteri diagnostici 
per giudicare le varie reazioni mentali che 
possono essere la conseguenza di lesioni 
non nervose. 

Questo tipo di reazioni é in progressivo 
aumento e cid sembra dovuto all’aumentato 
bisogno di sicurezza sociale da parte della 
popolazione e contemporaneamente alla 
disponibilita di fonti di risarcimento e di 
compenso per i lavoratori. Gran parte 
delle reazioni mentali anormali che con- 
seguono a traumi non nervosi rientrano 
nel gruppo noto come “neurosi da inden- 
nizzo 0 risarcimento” e rappresentano una 
mescolanza di motivazioni conscie ed in- 
conscic. 

La cura adatta di questi stati mentali 
richiede una stretta collaborazione fra il 
chirurgo traumatologo, lo psichiatra, il 
medico di famiglia e il legale. 

E’ molto importante essere comprensivi 
non soltanto verso chi soffre per disturbi 
psichiatrici genuini, poiché é veramente 
malato e sostiene di esserlo, ma anche 
verso coloro che debbono pagare un com- 
penso per queste infermita e quindi hanno 
diritto a conoscere la prognosi, la impor- 
tanza effettiva che ha avuto il trauma nel 
produrre il danno e quale sara la cura 
migliore. 

RESUMEN 


Estudia el autor en este trabajo el 
caracter diagnéstico de varias reacciénes 
mentales anormales consecuticas a lesiones 
no neurolégicas. Este tipo de lesiones es 
francamente mas frecuente cada vez. Esto 
parece ser debido a la mayor apreciacion 
y necesidad de la Seguridad Social por 
parte de la poblacinédn en general, asi 
como a la disponibilidad de recompensas y 
fondos de compensacién en los seguros de 
los trabajadores. La mayor parte de las 
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reacciones en lesiones no neurolégicas 
entra dentro del grupo bien descrito como 
“compensacionistas,” que representa una 
mezcla de motivos conscientes e incon- 
scientes. 

El tratamiento adecuado de las reac- 
ciones mentales y patolégicas por lesiones 
no neurolégicas requiere la cooperaci6n 
entre el traumatoélogo y el psicquiatra, el 
médico de cabezera y el abogado. Es im- 
portante saber distinguir de un lado al 
desgraciado paciente de afecciones siqui- 
atricas genuinas, que son verdaderamente 
enfermos e insisten en ello, y de otro los 
que pretenden buscar una comoensacion 
por sus trastornos, y que saben conocer el 
pronéstico, el punto hasta el cual el trauma 
es causante de los trastornos, y la mejor 
forma de tratamiento. 
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The Development of Effective Medical 


Treatment for Major Industrial Injuries 


J. L. THOMPSON, M.D.* 


WEIRTON, WEST VIRGINIA 


HE incorporation of an industrial 
medical department in a small com- 
munity hospital has proved such a 
valuable asset to both that it is considered 
worth while to describe this arrangement. 

A group of interested and enterprising 
citizens in the town of Weirton, West Vir- 
ginia, initiated the planning of a general 
hospital for the community in 1949. Up 
to this time the town’s hospital service was 
supplied by adjoining communities, chiefly 
from Ohio and other locations more re- 
mote. 

The town of Weirton exists largely be- 
cause of a large steel manufacturing plant 
(Fig. 1) that employs about 12,000 to 
14,000 persons. The community generally 
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An account is given of the success- 
ful incorporation of an industrial 
medical department in a small com- 
munity general hospital, an innova- 
tion in the treatment of major in- 
dustrial injuries which, in the 
author's opinion, is highly promising 
and has already been highly reward- 
ing. Details of the incorporation 
and the division of authority are 
given, and three illustrative cases 
are reported. 














surrounds this manufacturing plant and 
has absorbed a much older town near this 
site. 

At about the same time the steel com- 
pany was planning new accommodations 
for its medical department, which had its 
beginning in 1919 and had grown steadily 
in the care and service of the employees. 
Much thought and investigation were go- 
ing into the arrangement for this depart- 


_ ment. 


A certain number of members of the 
hospital planning committee held admin- 
istrative positions in the company con- 
cerned with the planning of the proposed 
medical department. An idea was born 
and gradually accepted that it might be 
a good plan to incorporate the company’s 
industrial medical department into this 
hospital. 

Two all-important requirements for this 
arrangement soon became apparent: 1. 
The hospital would have to be readily 
accessible and close to the plant. 2. Opera- 
tion of the medical department should be 
kept independent from the administration 
of the general hospital. 

The first requirement was finally met by 
selecting a site that was largely undevel- 
oped and only about ten minutes’ drive 
from the factory area. It is also reached 
by driving over fairly clear streets and is 
located on a dead-end road, which elimi- 
nates crowding of the travel area with 
heavy through traffic. 

The second requirement in planning 
proved more of an obstacle. It appeared 
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inconceivable to hospital building consult- 
ants and architects that a section of the 
hospital could be operated and used with 
more or less independence of the re- 
mainder of the organization. After much 
discussion, planning and revision, a rea- 
sonably workable arrangement was de- 
vised. 

This plan met the following basic re- 
quirements: 

1. A sufficient area properly arranged 
for the care of the injured employee on 
both an ambulatory and a stretcher basis. 

2. An area for minor surgical repair. 

3. Roentgen facilities for skeletal in- 
juries and thoracic films. 

4, Examining accommodations. 

5. Space for preventive medicine. 

6. Space for medical records and of- 
fices for medical and clerical personnel. 

The staff of this department is employed 
by the steel company and is not directed 
by the general hospital administration. 
The maintenance of the department, such 
as the housekeeping, the fixed equipment 
and the heating and cooling, is done by the 
general hospital in return for a rental fee. 

It must be said that, after more than 
five years’ experience, the arrangements 
have proved more than satisfactory. 

Two important functions ordinarily car- 
ried on by an industrial medical depart- 
ment — the clinical laboratory and the 
department of physical therapy—were as- 
signed to departments of the general hos- 
pital. It was pointed out by the hospital 
consultant that the steel company’s con- 
stant and extensive use of these depart- 
ments would result in better service in 
both and at the same time improve the 
hospital income. This has proved to be 
true. 

He attempted, without complete success, 
to convince us that the same should hold 
true for the roentgen department. Objec- 
tion was developed that there would be 
unnecessary moving of the injured patient 
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and delay in waiting for technicians dur- 
ing off hours. Consequently, the roentgen 
facilities are divided. The company does 
its own roentgen work for uncomplicated 
skeletal injuries and chest films but refers 
more complicated technical work to the 
hospital department of radiology. 

During the planning stage, great care 
was taken to have the company medical 
department so arranged in relation to the 
main building that these departments, i.e., 
the clinical laboratory, the physical ther- 
apy department and the roentgen depart- 
ment, are close by and readily accessible. 
This again was not easy to accomplish. 

It may be stated at this point that the 
general hospital (Fig. 2) has about 175 
beds. The industrial medical department 
has 4 beds for observation and primary 
treatment only. Any employee requiring 
hospital care or bed care for more than 
about twelve hours is transferred and 
admitted to the general hospital in the 
regular fashion. The admission and care 
are under the direction of the industrial 
medical staff members unless referral is 
necessary. 

The medical staff of this industrial med- 
ical department currently has five physi- 
cians, four full-time and one part-time; 
seventeen nurses; five secretaries, and one 
medical technical assistant. Four dispen- 
saries, with nursing staff, are located in 
the steel plant, 

This brief review is made because it 
is my impression that this arrangement of 
a complete department for occupational 
medicine and surgery incorporated into a 
small community general hospital, but 
separately operated, is unique. 

The arrangement has been eminently 
successful for many reasons. Since this 
paper is concerned chiefly with the surgi- 
cal benefits of such a plan, however, brief 
summaries of 3 cases of major injury are 
presented. These cases were selected be- 
cause they well illustrate the combined 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


efforts and teamwork of the surgical and 
medical members of the industrial medical 
staff. This prompt and sustained atten- 
tion, together with the excellent physical 
facilities, doubtless contributed greatly to 
the survival and rehabilitation of these 
employees. 

It is not implied that treatment in these 
cases was in any way original. The end 
results are satisfactory, but in each case 
some degree of permanent impairment has 
resulted. 


REPORT OF CASES 


CASE 1.—M. H., aged 64, a shearman, was 
injured when his clothes caught fire from con- 
tact with a red-hot slab of steel. The accident 
occurred at 5:45 a.m. on Oct. 3, 1955. 

Primary Treatment of Wounds (Figs. 3 and 
4).—Morphine sulfate, 4 gr. at 6:15 am. 
and 14 gr. at 7:20 a.m., was administered. 
The burned areas were washed with Phisohex 
(an antibacterial skin cleanser) or hexachloro- 
phene and dressed with fine mesh gauze im- 
pregnated with petroleum jelly. Copious or 
voluminous pressure dressings were applied. 
Elastic bandages were employed, stockinette 


Fig. 1.—Steel manufacturing plant at Weirton, 
West Virginia. 
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being used for the trunk. The glans penis re- 
vealed a third degree burn. The meatus was 
separated and an indwelling catheter inserted. 

The patient was admitted to the Weirton 
General Hospital at 11 a.m. Caps, masks and 
sterile gloves were used by the attendants. 


’ Treatment then proceeded according to the 


accompanying outline. 
OUTLINE OF TREATMENT 


= Kg. of body weight 
xX per cent of burn 
xX 1 ce. 


Kg. of body weight 
xX per cent of burn 
x ae. 


= 2,000 ce. 


Plasma, plasma substi- 
tute or whole blood 


Electrolyte solutions 


5% dextrose in water 


Total given intrave- 
nously for the first 
24 hours 


One-half the above amount given first 8 
hours, next one-fourth in the second 8 hours 
and one-fourth in the third 8 hours. 

During the next twenty-four hours one- 
half the above amount of plasma and/or whole 
blood and electrolyte solutions and the same 
amount of 5% dextrose in water were given. 


4,000 ce. of colloid 
4,000 ce. of saline 
solution 


regardless of whether 
the body surface 
burn is 50% or more 


Weight 70 Kg. 
Per cent of surface burned 50% 
70 X 50 X 1lee. = 3,500 cc. 


Limit: | 
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Systemic Treatment.—On the day of injury 
(Oct. 3) parenteral fluids were administered 
as follows: 


1,000 ec. 
500 ce. 
500 ce. 

1,000 ee. 
250 ce. 
750 ce. 
500 ce. 

1,000 ec. 
500 ce. 
500 ce. 
500 ce. 
750 ce. 
250 ce. 
500 ce. 
500 ce. 


physiologic saline 
dextran 

plasma 

5% D/W 

plasma 
physiologic saline 
blood 

physiologic saline 
plasma 

5% D/W 

plasma 
physiologic saline 
plasma 

5% D/W 

blood 


6:30 A.M. 


to 


to 
10:00 P.M. 


to 
6:00 A.M. 


Totals 
Physiologic saline 
D/W 


3,500 ec. 
2,000 ce. 
Blood and blood 
substitutes 
Total I.V. fluids 


3,500 ce. 
9,000 ce. 
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Laboratory Data.—Laboratory examination 
on the same day (October 3) revealed the 
output of urine to be 795 cc. There were 
5,300,000 erythrocytes per cubic millimeter of 
blood, with 17.2 Gm. of hemoglobin, and 17,540 
leukocytes per cubic millimeter, with a dif- 
ferential count of 9 per cent stab cells, 81 per 
cent segmental cells, 7 per cent lymphocytes 
and 3 per cent monocytes. 

Surgical Treatment (Figs. 5 and 6).—The 
following outline indicates the course of sur- 
gical treatment and successive skin grafts: 

10/11/55: Stryker frame. 

10/13/55 (fenth day): First dressing 
change. Subsequent dressings done on average 
of every second day. All dressings done in 
surgery with aseptic technique. 

11/9/55 (thirty-seventh day) : General anes- 
thesia and surgical excision of eschar from 
buttocks. Excessive bleeding. Followed by 
wet dressings (physiologic saline). 


Fig. 3.—Areas of body burned. 
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|| Area of body burned 


Fig. 4.—Mapping out of burned areas to determine percentage of total body surface. 


11/18/55 (forty-sixth day or seventh week) : 
First skin graft. Split thickness graft from 
left lumbar and dorsal area to buttocks and 
sacral region. 

12/30/55 (thirteenth week): Second skin 
graft. Right lumbar and left scapular area to 
left thigh and medial aspect of right thigh. 

1/13/56 (fifteenth week) : Third skin graft. 
Abdomen and chest to right thigh, leg and 
left leg. 

2/7/56 (eighteenth week): Fourth skin 
graft. Skin from original donor site (left lum- 
bar and thoracic region) to right lower por- 
tion of abdomen, right groin and right thigh. 

3/2/56 (twenty-first week): Fifth skin 
graft. Right arm and scapular area to right 
arm, elbow and thoracic area. 

Surgical Points of Advantage: Wet dress- 
ings (physiologic saline) were used on the 
wounds almost continuously. This was insti- 
tuted after surgical excision of the exchar on 
the buttocks. Profuse bleeding had taken 
place. Fine mesh gauze was placed next to 
the wound. Copious dressings of fluffed gauze, 
etc., were placed over this and not allowed to 
dry. Dressings were changed every two 
days. This type of dressing accomplishes 
bloodless separation of the sloughing tissues, 


and is also a great help in control of infection. 

The shortage of donor areas made it neces- 
sary that the recipient area should be in the 
most favorable condition possible. One large 
donor area was used a second time, after an 
interval of eleven weeks. 

Infiltration of the subcutaneous tissue with 
one-half strength physiologic saline made it 
possible to obtain skin grafts from areas that 
would otherwise have been mechanically im- 
possible with the electrodermatome. 

All grafts were dressed with fine mesh 
gauze and copious or voluminous fluffed gauze, 
wet down and kept continuously wet with 
physiologic saline. The first dressing was 
always done not later than the third day, and 
dressing was repeated every second day there- 
after. 

Conditions Complicating Treatment.—The 
patient had chronic diabetes, which required 
close control during treatment. 

Amputation of the great toe, half the first 
metatarsal and the second toe had been done 
for diabetic gangrene in 1951. Bilateral lum- 
bar sympathectomy had been performed in the 
same year. 

Gangrene of the great toe of the other foot 
developed six months after the burn injury. 
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Eleven months after the injury the gangrenous 
area of the great toe, half of the first metatar- 
sal and the second toe were amputated. 

Hypoproteinemia during the course of treat- 
ment required a total of 15,000 cc. of whole 
blood, 5,750 cc. of plasma, and 50 Gm. of 
human serum albumin. 

Rehabilitation —Active motion in the lower 
extremities was begun at the sixth month by 
use of the Hubbard tank. By the ninth 
month the patient was sitting, but walking 
was delayed by gangrene of the toes of the 
right foot. At the sixteenth month the pa- 
tient began to use a walker. At the twentieth 
month he was discharged from the hospital, 
with the foot and all burned areas well healed. 
The scarring is minimal. There is trouble- 
some inversion of the right foot, but the pa- 
tient walks well. Two years after the injury 
he retired from employment in satisfactory 
condition. 
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CASE 2.—G. R. A., a 43-year-old foreman 
of the electrical department, was injured on 
June 23, 1956. While walking along an over- 
head crane runway, unaware of a crane’s ap- 
proaching from behind, he was caught and 
crushed between the crane end truck and a 
steel column and was rolled through a 414-inch 
space. He sustained a crushing injury at the 
pelvic level and in the right thigh, with a 
destructive lacerating wound to the perineum; 
destruction of the lower segment of the rec- 
tum; destruction of about 11% inches of the 
perineal urethra; wide separation of the sym- 
physis pubis;. extensive lacerations of the 
right thigh muscles; a comminuted open frac- 
ture of the right femur near the knee joint, 
and other but lesser soft tissue injuries. 

Primary Treatment and Repair.—The pa- 
tient was received in the Industrial Medical 
Department about twenty minutes after the 
accident, in a state of profound shock and 
nonresponsive. 











Fig. 5.—Successive skin grafting (see text). 
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Shock treatment consisted of immediate 
administration of plasma in both arms (2 
units) and of whole blood (4 units). Scout 
films of the pelvis and femur were taken, and 
6 units of whole blood was given during sur- 
gical repair. 

Surgical Repair.—A suprapubic cystotomy 
(full bladder) was performed. An indwelling 
catheter was placed in the bladder and urethra 
by tying one from the bladder and one through 
the penis together in the perineal wound and 
pulling through. A sigmoid loop type colos- 
tomy was done. The perineal wound was 
packed to control oozing. The rectum and 
sphincter were shredded and lacerated beyond 
repair. The lacerated right thigh muscles 
were repaired, and skeletal traction was ap- 
plied to the right femur. 

Therapeutic Problems and Complications.— 
On July 5, 1956, the perineal pack was re- 


a 
Say 
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moved. Further exploration to identify the 
anal sphincter was unsuccessful. A _ fistula 
was present from the urethral defect into the 
perineum. On July 9 the patient was dis- 
oriented and was thought to have a fat em- 
bolism. On July 10 the catheter in the bladder 
was attached to continuous suction to control 
leakage into the perineum. On July 31 the 
suprapubic vesical catheter was removed. 

The first change of the urethral catheter 
was made on September 5. A silk cord was left 
in the urethra to the suprapubic wound for 
reinsertion of the catheter. 

On September 23 the patient was allowed up 
in chair and refractured the right femur. On 
October 17 a pulmonary infarct was observed, 
secondary to thrombophlebitis of the right leg. 

The urethral catheter was removed on Octo- 
ber 20, and on November 28 the patient was 
up in a wheel chair; he was able to use 
crutches on Jan. 15, 1957. By February 21, 


Fig. 6.—Further successive skin grafting (see text). 
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he had learned to cure for his colostomy, and 
on December 6 he was discharged from the 
hospital, walking. He returned to work on 
March 19, 1958, about twenty-one months after 
the injury. 

Present Physical Status——At the time of 
writing the patient has a permanent colos- 
tomy, a rectal mucous sinus to the perineum 
and a hernia of the left lower abdominal wall. 
There is also a stricture of the perineal 
urethra, but bladder control is good. The right 
thigh muscles are permanently damaged. Mo- 
tion in the right knee is limited to about 60 
degrees. The patient is doing rather heavy 
shop electrical work. 


CASE 3.—M. K., aged 52, weight 230 pounds, 
a turn foreman, was injured on Jan. 6, 1956, 
at 11:50 p.m. and was brought to the Medical 
Department on Jan. 7 at 12:08 a.m. He had 
been caught between the end truck of a crane 
and soaking pit furnace covers. He was 
dragged about 19 feet over the hot furnaces. 
His injuries consisted of third degree burns 
on the anterior medial aspect of both thighs 
and the lower part of the abdomen; third 
degree burns and charring of the side of the 
scrotum and penis; comminuted open frac- 


tures of the midportion of the right tibia and 
fibula, and avulsion of the ligaments of both 
ankles. 


Primary Treatment.—Treatment began in 
the Medical Department about eighteen min- 
utes after the injury. Shock was combated 
with sedation, plasma and whole blood. 

Open reduction of the tibia and fibula was 
done, with internal fixation of the tibia with 
2 Rush nail. The third degree burns were 
cleansed and dressed. 

Complications.—Severe pain in the leg, with 
upparent arterial thrombosis (popliteal?), was 
cbserved thirty-six hours after the injury. 

Paralysis and anesthesia of the leg muscles 
were present, owing to physiologic interrup- 
‘:on of the peripheral nerves in the leg. A 
paravertebral lumbar sympathetic block was 
maintained for five days. Two weeks after 
‘1e injury an embolism with a pulmonary in- 

‘ret was treated with heparin. 

Progress.—Seven months after the injury 

\ugust 31) the patient was discharged from 

e hospital with a long leg cast and crutches. 

en months after the injury there was some 

‘turn of sensation to the foot and ankle. 

Seventeen months after the injury (May 1, 

57) the first signs of active muscle contrac- 
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tion were observed. [izhteen months after 
the injury (July, 1957) the patient was fitted 
with a long leg ischial weight-bearing brace. 
Two years after the injury (Dec. 30, 1957) 
he returned to clerical work. 


Present Status: At the time of writing there 
is imperfect recovery of sensory and motor 
function of the leg, as well as nonunion of 
the tibia. The dorsalis pedis artery can be 
palpated. The soft tissues are approaching 
an acceptable condition for a proposed bone 
graft. 


SUMMARY 


As a result of their experience, the 
author finds that a department of occupa- 
tional medicine and surgery arranged with 
a small general hospital has the following 
benefits among others: 

1. There is mutual benefit to both or- 
ganizations, such as the common use of 
the clinical laboratory, blood bank, physi- 
cal medicine and so on. These departments 
combined are superior to separate depart- 
ments more or less in competition with 
one another. 

2. This elimination of duplication makes 
for economy in hard-to-get technical per- 
sonnel. 

3. The life-saving facilities of a general 
hospital are immediately available to the 
injured employee, Excessive handling and 
moving of the patient is eliminated. 

4. The radiologist, anesthesiologist, 
pathologist, and other consultants in the 
general hospital are immediately available 
when necessary. 

5. This situation makes full-time indus- 
trial employment of the well-trained sur- 
geon, internist and others more attractive. 
They have the advantages of hospital prac- 
tice and consultation work. 

6. The industrial medical staff actively 
participates in the committee work and 
teaching assignments of the general hospi- 
tal medical staff. 

7. The general hospital has the advan- 
tage of surgeons and other specialists 
present in the institution most of the day. 
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This is unusual in a small hospital. The 
hospital departments and committees re- 
ceive much more than the usual attention. 

8. Much attention is given to ethical re- 
lations with practicing physicians in the 
community. 

In conclusion, the author recommends 
this arrangement between industry and 
the community general hospital when most 
of these conditions can be met. In his 
opinion, many such communities exist or 
are planned nowadays, with the present 
rapid industrial growth in the United 
States. 


ZUSAM MENFASSUNG 


Nach den Erfahrungen des Verfassers 
bietet die Einrichtung einer Abteilung 
fiir medizinische und chirurgische Be- 
handlung von Berufskrankheiten in einem 


kleinen allgemeinen Krankenhaus unter 


anderen folgende Vorteile: 

1. Sowohl das Krankenhaus wie die Ab- 
teilung profitieren durch die gemeinsame 
Beniitzung des klinischen Laboratoriums, 
der Blutbank, der physikalischen Thera- 
pieeinrichtung usw. 

Es ist besser, eine soleche Kombination 
zu haben als getrennte Einrichtungen, 
die sich mehr oder weniger Konkurrenz 
machen. 

2. Die Ausschaltung einer Verdoppelung 
der Abteilungen fiihrt zu Einsparung tech- 
nischen Personals, das oft schwer zu 
haben ist. 

3. Die in einem allgemeinen Kranken- 
haus vorhandenen Einrichtungen zur 
Durchfiihrung lebensrettender Massnah- 
men sind zur Behandlung verletzter Ange- 
stellter sofort verfiigbar. Ubermassiges 
Hantieren und Transportieren des Kran- 
ken wird vermieden. 

4. Der Radiologe, der Aniasthetist, der 
Pathologe und andere Konsultanten des 
allgemeinen Krankenhauses stehen ohne 
Verzogerung zur Verfiigung, wenn sie ge- 
braucht werden. 
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5. Eine solche Einrichtung macht di 
volle Anstellung gut ausgebildeter Chiru 
gen, Internisten und anderer Arzte meh 
attraktiv. Sie geniessen die Vorteile vo 
Krankenhauspraxis und konsultativer Ai 
beit, 

6. Der Stab der Betriebsaérzte nimm 
aktiven Anteil an der Komiteearbeit un 
am Lehrprogramm des allgemeinen Arzte 
stabes des Krankenhauses. 

7. Das allgemeine Krankenhaus geniess 
den Vorzug, Chirurgen und andere Spe 
zialisten den gréssten Teil des Tages zu: 
Verfiigung zu haben. Das ist in einen 
kleinen Krankenhaus gewohnlich nicht de: 
Fall. Die Abteilungen und die Komitees 
des Krankenhauses gewinnen an Beach- 
tung. 

8. Auf gute berufsethische Beziehungen 
mit den praktizierenden Arzten des Ortes 
wird grosser Wert gelegt. 

Zusammenschliessend empfiehlt der 
Verfasser eine derartige Abmachung zwi- 
schen industriellen Unternehmungen und 
dem allgemeinen Krankenhaus eines Ortes, 
wo die Voraussetzungen dafiir erfiillt wer- 
den kénnen. Er glaubt, dass heute viele 
soleher Ortlichkeiten vorhanden sind und 
bei dem raschen Anwachsen der Industrie 
in den Vereinigten Staaten noch entstehen 
werden. 


RESUME 


Se basant sur son expérience |’auteur 
considére comme des plus heureuse |’in- 
stallation d’un service de médecine et de 
chirurgie des accidents du travail au sein 
d’un hdpital général; il en résulte les 
avantages suivants: 

1. Utilisation commune du laboratoire 
clinique, de la banque du sang, du service 
de médecine interne, etc. Ces services 
combinés sont préférables a des services 
séparés, qui sont toujours plus ou moins 
en compétition les uns avec les autres. 

2. Economie de personnel technique, 
difficile 4 recruter. 
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3. Disponibilité immédiates des facilités 
d’un hépital général, élimination du trans- 
port souvent nuisible des malades, plus 
grande rapidité dans l’administration des 
soins. 

4. Disponibilité immédiate, en cas de 
nécessité, du radiologue, de l’anesthésiste, 
du pathologiste et d’autres spécialistes. 

5. L’emploi a plein temps du chirurgien, 
du spécialiste de médecine interne, etc., 
est ainsi rendu plus intéressant, avec 
l’avantage d’un travail a4 la fois hospitalier 
et de consultation. 

6. L’équipe médicale du service des ac- 
cidents du travail participe activement a 
l’activité des autres services et aux charges 
de l’équipe de l’hépital général, 

7. L’hépital général présente l’avantage 
d’avoir sur place, durant la plus grande 
partie de la journée, des chirurgiens et 
d’autres spécialistes. 

8. Une grande importance est donnée 
aux relations entre les médecins d’un telle 
communauté, 

L’auteur conclut en recommandant vive- 
ment une telle collaboration qui, du fait 
du rapide développement actuel de |’indus- 
trie, est appelé 4 prendre une plus grande 
extension. 


RIASSUNTO 


L’autore ritiene che in un piccolo ospe- 
dale generale un reparto di medicina e 
‘hirurgia sociale abbia i seguenti van- 
‘aggi: 

1. Vi é un vantaggio reciproco dall’uso 
1 comune dei laboratori di ricerca, della 
anea di sangue, della terapia fisica etc. 
a fusione di questi reparti é senz’altro 
iperiore al loro funzionamento separato 

spesso in antagonismo reciproco. 

2. L’eliminazione dei duplicati rende 
iu facile e pitt economico l’impiego di 
ersonale specializzato. 

3. Il servizio d’urgenza é immediata- 
iente a disposizione e si evita di muovere 
roppo i malati. 
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4.-Anche gli specialisti radiologi, anes- 
tesisti, patologi etc. sono sempre disponi- 
bili. 

5. Chirurghi, internisti e altri medici 
lavorano pitt volentieri perché possono 
fare contemporaneamente pratica ospeda- 
liera e ambulatorio. 

6. Il personale medico partecipa attiva- 
mente a tutte le attivita scientifiche dell’- 
ospedale. 

7. Nei grandi ospedali tanto i chirurghi 
che gli altri specialisti sono presenti per 
la maggior parte del giorno, mentre negli 
ospedali piccoli questo non avviene quasi 
mai. 

8. Si pone molta attenzione ai rapporti 
con i medici pratici. 


RESUMEN 


Como consecuencia de su experiencia 
opina el autor que la organizacién de un 
departamento de medicina y cirugia ocu- 
pacionales en un pequefio hospital general 
tendria las siguientes ventajas: 

1. Hay un beneficio mutuo en ambas 
organizaciones tales como el curso comin 
del laboratorio clinico, banco de sangre, 
medicina, fisica etc. Este departamento 
combinado es superior a los separados y 
mas 0 menos uno y otro en competencia. 

2. La eliminacién de la duplicacién re- 
presenta una economia y facilidad en el 
trabajo. 

3. Las facilidades de socorro urgente 
son mas facilmente aplicables a los hos- 
pitalizados. Se elimina el excesivo mover 
y examinar al enfermo. 

4. Siempre que se necesitan estaran in- 
mediatamente a mano el radidlogo, el 
anestesista y el anatomopatoélogo. 

5. Esta situacién hace mas atractivo el 
empleo full-time del cirujano bien entre- 
nado, el internista y los demas faculta- 
tivos. 

6. La direccién médica industrial par- 
ticipa activamente en el trabajo y ense- 
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fianzas de le direccién general del hospital. 

7. Para el hospital general existe la ven- 
taja de que cirujanos y especialistas estan 
presentes en la institucién la mayor parte 
del dia. Esto no es corriente en un hos- 
pital pequefio. Los departamentos del 
hospital y los comités reciben mas aten- 
cidén de lo que suele ser habitual. 

8. Se presta gran atencién a las rela- 
ciones élicas entre los médicos trabajando 
en comunidad. 

En conclusién el autor recomienta este 
acoplamiento ente la industria y el hospi- 
tal general cuando la mayor parte de estas 
condiciones sean factibels. En su opinién 
cada vez se estan haciendo o planeando 
mychas mas organizaciones de este tipo 
comunal en relacioén con el rapido desen- 
volvimiento de la industria en la época 
actual. 


SUMARIO 


O A. expoe as vantagens da existéncia 
de um departamento de terapeuti ca ocupa- 
cional em um pequeno hospital geral: 

1. Beneficios bilaterais para ambas as 
organizacées pelo uso comum de laborato- 
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rio clinico, banco de sangue, medicina fi- 
sica, ete. 

2. Eliminacao de desperdicio de pessoal 
técnico; 

3. As facilidades de atendimento de um 
hospital geral sO imediatamente disponi- 
veis para os empregados acidentados. 

4. O radiologista, patologista e aneste- 
sista sao mobilizaveis facilmente quando 
necessario ; 

5. Torna os internatos medicos mais 
atrativos na forma de tempo integral. 

6. A equipe medica industrial participa 
ativamente nos comites de trabalho e de 
ensinamentos hospitalares ; 

7. Mantem os cirurgiGes e especialistas 
mais tempo nos hospitais 0 que nao é 
comum num pequeno hospital geral. 

8. Maior atencéo resultara para os 
problemas éticos dos medicos em contato 
com a comunidade. 

O A. recomenda, em conclusao, um 
acordo entre a industri e os hospitais ge- 
rais onde essas condicées podem se as- 
sociar. Pelo crescimento industrial nesse 
pais mais outras novas comunidades estao 
sendo criadas o que facilita a experiéncia 
ja adquirida pelo autor. 


All progress is based upon a universal innate desire on the part of every organism 


to live beyond its income. 


Obstinacy is the result of the will forcing itself into the place of the intellect. 


Every new idea has something of the pain and peril of child-birth about it; ideas 
are just as mortal and just as immortal as organized beings are. 


—Butler 





Section en Francais 





A Propos de Douze Tumeurs Bieudines de la 


Vessie: Considerations sur leur Traitement 


(Twelve Extensive Tumors of the Bladder: 
Therapeutic Considerations ) 


RAYMOND DARGET, M.D., F.L.C.S. 
BORDEAUX, FRANCE 


I L’ACCORD est fait désormais sur le 
S meilleur traitement 4 appliquer dans 

les tumeurs malignes mais limitées 
de la vessie, pour lesquelles une radium- 
thérapie précise 4 vessie ouverte, est ac- 
ceptée par la majorité des urologistes en 
vue d’un résultat a longue échéance, quand 
il s’agit de tumeurs trés étendues, le pro- 
bléme est tout autre. I] faut en effet sou- 
lager les malades cruellement atteints, 
s’efforcer de leur rendre service en limitant 
les risques opératoires; le probléme com- 
porte une solution a bréve échéance beau- 
coup plus qu’un effort de cure radicale a 
longue portée, 

Depuis 20 mois, gardant un recul de 6 
mois, nous avons opéré 12 tumeurs ex- 
trémement étendues de la vessie, 2 fois 
seulement la vessie put étre conservée 
iprés exérése trés importante, 10 fois une 
‘ystectomie totale ou quasi-totale fut né- 
‘essaire entrainant dans 8 cas une dériva- 
ion cutanée des uretéres. 2 fois une déri- 
vation urétéro-intestinale put étre réalisée. 
fn ce qui concerne la cystectomie elle- 
méme, disons tout de suite qu’elle présenta 
-eci de particulier-et tout a fait inédit— 
le ménager la région du col et du trigone. 


Submitted for publication Nov. 9, 1959. 





The author presents a study of 12 
extensive tumors of the bladder oper- 
ated on within eighteen months and 
outlines his conclusions from the ex- 
perience. The operative technic em- 
ployed was total or subtotal resec- 
tion of the bladder, the fate of the 
ureters being decided only after 
cystectomy. There were no deaths 
in the series. Although the follow-up 
is not adequate to justify a definitive 
opinion, the author considers total 
cystectomy followed by radium ther- 
apy superior to simple cystectomy. 











En complément de |’exérése, cette région 
précise fut implantée d’aiguilles de radium 
ainsi que les aires lymphatiques avoisi- 
nantes. 

Voici du reste résumées, ces 12 observa- 
tions, nous verrons ensuite quels enseigne- 
ments elles comportent. 

Obs. I.—Malade 63 ans—Grave tumeur 
étendue a toute la paroi antérieure de la 
vessie et du col—Fonction rénale probleé- 
matique—Cystectomie subtotale aprés 
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extra-péritonisation, aiguillage de tout le 
bas-fond et des régions voisines, avec 12 
aiguilles de 2mgr. Double urétérotomie de 
drainage au-dessus du détroit supérieur 
(9 Aoit 1956). Le 27 Septembre dériva- 
tion intestinale bilatérale des uretéres 
drainés par urétérotomie. Un an plus tard 
le malade était vivant, se plaignant cepen- 
dant de douleurs assez vives du_ petit 
bassin. 

Obs. II.—M. G. 65 ans, opéré le 4 Octo- 
bre 1956 de dérivation urétéro-intestinale 
bilatérale pour tumeur envahissant la to- 
talité de la vessie. Le 29 Novembre 1956, 
cystectomie totale de complément avec 
aiguillage de la région du col (8 aiguilles 
de 3mgr.33 de Radium pendant 6 jours). 
Etat excellent depuis 18 mois. 

Obs. III].—Mme C., 68 ans, tumeur trés 
étendue avec hématuries profuses, dou- 
leurs cruelles. Urétérostomie cutanée bila- 
térale médiane en canon de fusil et cystec- 
tomie aprés extra-péritonisation—aiguil- 
lage de larégion du bas-fond (4 aiguilles 
a 3mer.33 pendant 5 jours). Décés par 
métastases viscérales 8 mois plus tard. Ne 
souffrait plus. 

Obs. IV.—M. Pr. 68 ans, opéré le 4 Juin 
1957 pour une énorme tumeur (pample- 
mousse) extra-péritonisation, hémicystec- 
tomie au ras de l’orifice urétéral droit 
(sonde urétérale 4 demeure) 6 aiguilles 
de Radium a 3mgr.33 en marge de la 
suture vésicale. Reste en excellent état 
depuis 12 mois. 

Obs. V.—Mlle. It. 72 ans, opérée le 29 
Aoait 1957 extra-péritonisation, uretére 
gauche a la peau—uretére droit sectionné 
dans la profondeur et drainé (resté sans 
fonction) cystectomie totale et aiguillage 
complémentaire de la région du col, La 
malade est restée 6 mois en excellent état. 
Mais au bout de 8 mois une métastase 
hépatique se déclarait qui entrainait la 
mort. 

Obs. VI.—M. Del. 68 ans, opéré le 14 
Septembre 1957 — extra-péritonisation — 
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(avait subi 6 mois auparavant une taille 
vésicale) hémicystectomie pour tumeur 
développée dans un diverticule vésical, 
lexérése vésicale passe au ras du méat 
urétéral gauche (sonde urétérale a de- 
meure) 6 aiguilles de Radium 3mgr.33 
de part et d’autre de la suture vésicale. 
Reste en excellent état 8 mois aprés. 

Obs. VII.—M. Ju. 62 ans, opéré le 8 juin 
1957 cystectomie subtotale—la région du 
col est implantée de 7 aiguilles de 2mgr. 
laissées 5 jours. Les uretéres sont placés 
en canon de fusil sur la ligne médiane. 15 
jours aprés, la sonde urétérale gauche ne 
peut étre remplacée, et une peite sonde de 
Pezzer est poussée dans la région de drai- 
nage suspubien, elle collecte du reste les 
urines du rein gauche. Le malade était 
8 mois aprés en état satisfaisant. I] mou- 
rut cependant 11 mois aprés son opération 
de cachexie progressive. 

Obs. VIII.—M. Mig. 66 ans. Le 19 Octo- 
bre 1957 cystectomie totale sauf le trigone 
qui est implanté de 5 aiguilles de Radium 
a 8megr.33—un ganglion prélevé est le 
siége d’une métastase—les sondes urétéra- 
les sont placées en canon de fusil sur la 
ligne médiane. Au bout de 15 jours, la 
sonde urétérale gauche ne put étre rem- 
placée, une sonde Pezzer, poussée profon- 
dément assure dés lors une parfaite éva- 
cuation du rein gauche. Lemmalade 
d’abord trés bien, décline ensuite au bout 
de 4 mois et meurt de métastases hépa- 
tiques. 

Obs. IX.—M. Gra. 66 ans, est opéré le 
14 novembre 1957—cystectomie totale sauf 
la région du col—et radiumthérapie par 5 
aiguilles de 3mgr.33—urétérostomie en 
canon de fusil—un ganglion prélevé est 
purement inflammatoire—3 semaines plus 
tard la sonde gauche ne put étre remplacée 
et urine gauche est recueillie par une 
sonde de Pezzer poussée profondément— 
6 mois plus tard, le malade est en état 
trés satisfaisant. 

Obs. X.—Mme. B. 72 ans, est opérée le 
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9 décembre 1957—cystectomie totale sauf 
la région du col qui est implantée de 5 
aiguilles de Radium—urétérostomie en 
canon de fusil sur la ligne médiane. La 
sonde gauche 15 jours plus tard cessant de 
fonctionner, est remplacée par une sonde 
de Pezzer, hypogastrique, qui draine par- 
faitement l’urine. La malade quitte la 
clinique 1 mois 14 plus tard, son état reste 
satisfaisant. 

Obs. XI.—Mme T. 72 ans opérée le 30 
Octobre 1957 a l’Hopital du Tondu—Cys- 
tectomie totale sauf la région du trigone— 
implantée de 5 aiguilles de Radium 2mgr. 
Urétérostomie en canon de fusil sur la 
ligne médiane. Suites excellentes, état trés 
satisfaisant 7 mois aprés opération. 

Obs. XII.—Mme, 55 ans, opérée le 13 
décembre 1957 a l’H6pital du Tondu—cys- 
tectomie subtotale sauf la région du tri- 
gone implantée de 5 aiguilles de Radium 
2megr. urétérostomie en canon de fusil sur 
la ligne médiane. Quitte le service 2 mois 
plus tard dans de bonnes conditions, Reste 
5 mois aprés en état trés satisfaisant. 

Ces 12 observation comportent diverses 
constatations d’ol nous nous efforcerons 
de tirer certaines conclusions. 

En ce qui concerne la technique, tous 
ces malades qui présentaient des tumeurs 
trés étendues ou méme totales et dont cer- 
taines avaient subi une intervention an- 
térieure, ont été abordés par extra-péri- 
tonisation systématique de la vessie. 

Le péritoine de la face postérieure de la 
vessie est libéré juste au-dessous de la 
zone anatomique d’adhérence. 

Tout le pan B C du péritoine est clivé 
jusque sous la vessie et a la fin de l’opéra- 
tion, la cavité péritonéale sera refermée 
en A.B. (voir figs. 1 et 2). 

Cette extra-péritonisation permettra 
une libération habituellement trés satis- 
faisante de la vessie par ligature de tous 
les pédicules artériels abordant l’organe 
juqu’aux plus profonds, et la vessie ac- 
quiert alors, une mobilité quasi-totale qui 
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Fig. 1.—(voir le texte). 


en permettra |’éxérése dans des conditions 
satisfaisantes. Mais dans les cas les plus 
mauvais, chez les presque ‘“intouchables” 
il n’est pas possible de conduire ainsi cette 
libération vésicale. Une ressource reste 
alors, dont mon éléve Ballanger posséde 
plusieurs observations personnelles, c’est 
une radiumthérapie massive en s’efforgant 
par voie externe, de cerner le néoplasme 
implanté de 15 a 20 aiguilles. Dans un 
temps ultérieur quelques mois plus tard, ce 
qui restait de la vessie, put étre |’objet 
d’une exérése totale. 

Quand le dégagement de la vessie a pu 
étre opéré, la cystectomie est réalisée au 
couteau diathermique, presque sans saig- 
nement. Mais cette exérése différe de ce 
que |’on entend classiquement par cystec- 
tomie totale. Celle-ci comporte chez 
homme, ce qui n’est pas sans inconvé- 
nient, l’ablation complémentaire de la pros- 
tate. Chez la femme, l’envahissement du 
bas-fond vésical a pour étre radical, fait 
recourir a l’hystérectomie totale surajou- 
tée. Au lieu de cela, l’extirpation de la 
vessie, chez 1’>homme, comme chez la 
femme, ménage une zone trés_ limitée 
autour du col, ce qui simplifie singuliére- 
ment l’intervention et en réduit la gravité. 
Mais la zone exigue du trigone, épargnée, 
est alors implantée systématiquement d’un 
certain nombre d’aiguilles de Radium, les- 
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quelles sont également disposées de part 
et d’autre sur la région des premiers re- 
lais ganglionnaires, 

Exérése et radiumthérapie terminées, 
une sonde de Malécot poussée par l’urétre 
drainera cette région déclive. 

Dans ce probléme de la thérapeutique la 
question des uretéres est primordiale. Elle 
doit étre envisagée avant, pendant et aprés 
Vopération. 

1. L’état des uretéres avant l’opération. 
Il est rare qu’ils ne soient pas tous deux 
dilatés parfois d’une facon extréme, ce qui 
comporte la nécessité inéluctable d’une dé- 
rivation cutanée. La fonction rénale est 


trés compromise ou méme absente. C’est 
ce silence rénal du reste qui pose-un pro- 
bléme préopératoire souvent insoluble, ce 
silence pouvant correspondre a une fonc- 
tion en sommeil et non détruite, ou 4 une 
fonction irrémédiablement supprimée. 
L’urographie veineuse avec clichés retar- 


dés nous renseignera au moins en partie, 
sur le degré de dilatation urétérale et sur 
le trouble de la fonction. 

2. Les uretéres au cours de Vopération. 
—Si la dilatation radiographique des ure- 
téres est considérable, la dérivation cu- 
tanée des deux conduits s’imposera. Si au 
contraire le calibre des deux conduits n’est 
que modérément augmenté, la dérivation 
urétéro-intestinale pourra étre envisagée, 
et son opportunité devra étre discutée. 

Si l’état urétéral reste imprécis, on sera 
obligé d’attendre la fin de l’opération pour 
prendre une décision Chez un de nos 12 
malades opérés, les uretéres exposés ne 
réclamaient pas d’une facon absolue la dé- 
rivation cutanée. Nous avons pratiqué 
aprés extirpation totale de la vessie, une 
urétérotomie simple de drainage par sonde 
plastique, des cavités rénales et mesure de 
la fonction. Un mois aprés la cystectomie, 
Vurétérotomie (obs. I) fut transformée en 
dérivation urétéro-intestinale. En défini- 
tive, dans la majorité des cas, l’urétéros- 
tomie cutanée s’imposera; exceptionnelle- 
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ment une dérivation urétéro-intestinale 
restera possible, de préférence dans une 
ler temps, ou bien avec urétérotomie sim- 
ple de décharge, préliminaire d’une anas- 
tomose intestinale. 

La recherche de |’état des uretéres sera 
donc un des premiers soucis de ]’opérateur. 
Elle suivra lextra-péritonisation de la 
vessie et les uretéres seront chargés sur 
une soie en attente pour décider de leur 
sort aprés cystectomie. Dans les observa- 
tions 4 et 6 la région du trigone étant in- 


Fig. 2—(voir le texte). 
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demne, les uretéres purent en définitive 
rester en place. 

3. L’état des uretéres aprés Vopéra- 
tion.—Les suites de l’urétérostomie cu- 
tanée sont souvent moins simples qu’on 
peut le penser. L’état des uretéres avant 
la dérivation, entre pour cela en ligne de 
compte. 

Quand le conduit est mince et fragile, 
la paroi urétérale souffre souvent de 
l’'abouchement cutané et la partie termi- 
nale mal nourrie peut se sphacéler ce qui 
entraine l’impossibilité de remplacer une 
sonde bouchée ou encrassée; c’est ce qui 
s’est produit dans les observations 7, 8, 9, 
10 et chaque fois chose curieuse au niveau 
de l’uretére gauche. Mais une petite sonde 
de Pezzer poussée dans la profondeur, 
draina parfaitement les urines du rein cor- 
respondant, une sorte de géode se consti- 
tuant ce qui facilite la collecte de l’urine. 

Quand les uretéres sont allongés, épais- 
sis bien vascularisés, les risques de spha- 
céle sont bien moindres. I] faudra en 
conséquence tenir compte de l'état des 
parois urétérales pour choisir le meilleur 
mode d’abouchement cutané. 

Si le conduit est mince et délicat, le 
mieux sera de l’amener a la peau par le 
trajet le plus direct, en dedans de |’épine 
iliaque, de chaque cdété. 

C’est aux uretéres allongés et épaissis 
que l’on réservera au contraire |’abouche- 
ment en canon de fusil sur la ligne mé- 
diane, d’un appareillage plus commode. 

Il faudra prévoir que les sondes mises 
en place puissent rester 20 jours minimun 
afin qu’un tunnel s’organise autour de la 
sonde. Celle-ci sera de préférence 4 bout 
coupé, trés souple, afin d’utiliser un fin 
mandrin conducteur pour opérer son chan- 
gement. 

Résultats obtenus sur les 12 malades 
dont nous rapportons l’observation, le re- 
cul est insuffisant pour que l’on puisse 
juger de la valeur absolue de la cystec- 
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tomie subtotale avec radiumthérapie de 
complément, 

Mais comme il s’agit de malades con- 
damnés a bréve échéance et qui souffrent 
souvent cruellement, le résultat immédiat 
est déja important a considérer. 

En dépit de la gravité opératoire chez 
des malades aux moyens de défense le plus 
souvent diminués, sur cette série heureuse 
sans doute, mais qui comporte tous les cas 
opérés depuis 20 mois—avec un recul mi- 
nimun de 6 mois—la mortalité fut nulle. 

Un malade en vie (obs. I) 18 mois aprés 
sa cystectomie avec dérivation urétéro- 
intestinale, perdu de vue depuis. 

Un autre (obs. II) était, 18 mois aprés 
cystectomie avec dérivation urétéro-intes- 
tinale, dans |’état le plus satisfaisant. 

Deux malades sont morts, l’un (obs. ITI) 
8 mois aprés la cystectomie, l’autre 4 mois 
aprés. Chez celui-ci on avait constaté 
une métastase ganglionnaire. Une 3éme 
malade est morte récemment (obs. V) de 
métastase hépatique. 

Dans tous les cas la cystectomie suivie 
de radiumthérapie eut des suites immédia- 
tes excellentes sans shock opératoire, sans 
désunion de la plaie, sans suppuration 
prolongée. 

La radiumthérapie complémentaire ap- 
parait done a tous points de vue d’un trés 
grand intérét, il est logique de penser que, 
avec des risques opératoires certainement 
diminués, ell apporte une précieuse action 
complémentaire a la cystectomie. 

Nous considérons donc désormais que la 
technique que nous avons décrite est a 
V’heure actuelle la meilleure qui puisse étre 
appliquée au traitement chirurgical des 
tumeurs étendues de la vessie. 


RESUME 
12 tumeurs extrémement étendues opé- 
rées depuis 18 mois nous ont fourni des 
résultats trés intéressants qui prétent a 
des considérations importantes. 
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La technique suivie consiste dans une 
exérése totale ou subtotale de l’organe, la 
région péricervicale, trés limitée, restant 
seule en place. L’extra-péritonisation sys- 
tématique de la vessie avec hémostase 
préalable de tous les pédicules artériels 
facilite considérablement l’exérése avec 
saignement extrémement réduit, 

Ilfant aller aussit6t a la recherche des 
uretéres au niveau du détroit supérieur et 
le sort réservé aux conduits ne sera décidé 
qu’aprés l’exérése de la tuneur. Quand 
celle-ci fut terminée tout le bas-fond de la 
région du col vésical fut implanté d’aiguil- 
les de radium ainsi que la région des pre- 
miers relais ganglionnaires. 
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Les uretéres furent ensuite abouchés a 
la peau s’ils étaient trés dilatés, ou dérivés 
dans l’intestin en un temps ou en deux 
temps aprés urétérotomie simple de drai- 
nage. Exceptionnellement la dérivation 
intestinale avait précédé la cystectomie. 

Cette technique de la cystectomie totale 
ou subtotale suivie de radiumthérapie du 
bas-fond, apparait trés séduisante sur les 
12 cas opérés, la mortalité fut nulle, si le 
recul, sauf pour 2 malades, n’est pas suf- 
fisant pour porter un jugement précis, on 
peut toutefois affirmer que la cystectomie 
totale suivie de radiumthérapie est une 
opération qui apparait déja en tous points 
supérieure a la cystectomie pure et simple. 


Of all the entertainments provided for the diversion of city-dwellers, there is none 
more ancient than the menagerie. The same impulse which prompted the citizens of 
Imperial Rome to stand agape before strange fauna newly imported from Africa is 
responsible for the crowds which daily collect in the zvdlogical gardens of New 
York, Berlin, London. Small wonder that it should be so! Could anything possibly 
be more fascinating for man, the most inquisitive of animals, than to be able to 
observe at close quarters and at his leisure all the multifarious and extraordinary 
creations which have been evoked by nature to share his existence upon the earth? 

In such places, “the pathos of difference” which differentiates homo sapiens from 
all other breathing things is thrown into startling relief; and not always, be it said, 


is the contrast in favor of human beings. 


—Powys 





Sur la Vascularisation Arterielle de la 


Glande Surrenale 


(Arterial Vascularization of the Adrenal Gland) 


CARLO MEL, M.D., ET MARCO MELIS, M.D. 
GENOA, ITALY 


A communication suivante relate nos 
l premiéres observations sur la vascu- 
larisation artérielle de la glande sur- 
rénale, observation faisant partie d’un 
cycle d’études que nous poursuivons ac- 
tuellement sur la vascularisation artérielle 
et veineuse de la glande méme. Nous 
avons examiné le probléme tant du point 
de vue anatomique et anatomo-chirurgical 
que du point de vue anatomo-pathologique, 
en nous proposant de rechercher si, dans 
certains états pathologiques, existent des 
modifications particuliéres de ce systéme 
vasculaire pouvont avoir éventuellement 
des répercussions sur le fonctionnement 
des glandes surrénales, 

Les premiéres recherches systématiques 
sur la vascularisation de la glande surré- 
nale remontent a de nombreuses années 
(Meckel, 1826), suivies par d’autres con- 
tributions de caractére essentiellement 
anatomique. 

Plus prés de nous, l’importance fonda- 
mentale assumée par les surrénales en 
physiopathologie et, par suite, les indica- 
tions en chirurgie de cette glande, ont 
posé 4 nouveau la question, si bien qu’au- 
jourd’hui la littérature scientifique com- 
prend de nombreuses études d’Auteurs dif- 
férents qui ont apporté une contribution 
valable a cet argument. 

Il n’est évidemment pas possible de rap- 
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The author presents preliminary 
observations on the arterial vascu- 
larization of the adrenal glands, 
made in the course of a general 
study including both arteries and 
veins in connection with these 
glands, with a view to determining 
whether the vascular changes asso- 
ciated with certain pathologic con- 
ditions have eventual repercussions 
on adrenal function. 











porter ici ces recherches en une synthése 
méme restreinte; rappelons simplement 
qu’aujourd’hui on accepte généralement la 
schématisation suivante de la vascularisa- 
tion artérielle de la glande (Maisonnet et 
Caudanne, 1950). Les surrénales sont ir- 
riguées par trois groupes d’artéres, soit 
les artéres surrénales supérieures, au nom- 
bre de deux ou trois, originaires de la 
diaphragmatique inférieure, branches de 
l’aorte ou du tronc céliaque; les surrénales 
moyennes, incostantes, provenant de 
l’aorte, entre le trone céliaque et la mésen- 
térique supérieure; les surrénales infé- 
rieures, de nombre variable, venant de 
l’artére rénale ou de ses ramifications. 
D’autre Auteurs, toutefois, s’opposent aux 
classifications basées sur une schématisa- 
tion rigoureuse, tel Busch (1954) qui a 
distingué sept types divers de vascularisa- 
tion surrénalique en insistant sur les dif- 
férences d’une certaine importance pour 
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Fig. 1—Vascularisation artérielle des surrénales chez un sujet normal. On remarque, a droite, la 
grosse branche surrénale qui part de la rénale et, 4 gauche, l’anastomose entre une branche du sys- 
téme surrénal moyen et la rénal (a, aorte; 7, rénale; f, phrénique inférieur; s, spermatique; arrow, 


anastomose). 
le chirurgien et qui se rencontrent fré- Le bloc des viscéres ainsi enlevés com- 
quemment entre les capsules droite et prenait aussi le diaphragme, dégagé de ses 
gauche. insertions costales et vertébrales. 

Nous avons voulu étudier la vascularisa- Nous avons ensuite réalisé l’oclusion de 
tion artérielle des surrénales avec une _ |’extrémité inférieure de l’aorte au dessus 
technique particuliére. de l’origine de la mésentérique inférieure, 

Aprés avoir excisé l’aorte 4 environ — et liéau fur et 4 mesure les vaisseaux lom- 
10 em. audessus du hiatus diaphragmati- baires et costo-vertébraux, la mésentérique 


que et au-dessus, au niveau de la bifurca- inférieure et le trépied céliaque aprés la 
tion iliaque, nous l’avons décollée posté- naissance de la diaphragmatique infé- 
rieurement de la colonne vertébrale. Nous i rieure. Puis, nous avons introduit une 
avons ainsi extirpé en bloc les viscéres ab- —canule de caoutchouc dans I’aorte et, aprés 
dominaux a l’exception de ceux du petit lavage avec solution physiologique, nous 
bassin et de l’intestin, que nous avons taillé avons injecté une substance radio-opaque, 
dans sa partie correspondant au mésen- a pression constante et controlée. 

tére jusq’a l’angle de Treitz. Ce mélange était composé de minium 


264 











VOL. 34, NO. 2 


dissous dans I’essence de térébenthine avec 
une certaine quantité d’huile de vaseline; 
nous avons obtenu ainsi une densité et 
viscosité capables de permettre a4 la sub- 
stance radio-opaque d’arriver jusqu’aux 
plus fines ramification artérielles. Ce pro- 
duit avait déja donné d’excellents résultats 
lors de recherches poursuivies par L’Insti- 
tut d’Anatomie Patologique de Génes, sur 
la vascularisation artérielle normale et 
pathologique d’organes variés. Aprés exa- 
men radiologiques des piéces anatomiques 
ainsi injectées, nous avons examiné, par 
dissection et enquéte histologique sur diffé- 
rentes parties de capsules surrénales, le 
trajet des vaisseaux. 

Lorsque nous communiquerons les don- 
nées définitives de ce premier aspect de 
ensemble des recherches que nous nous 
proposons d’effectuer, nous confronterons 
nos résultats avec ceux des Auteurs qui 
nous on précédés. 

Nous nous bornerons ici é esposer une 
synthése de nos premiéres relations et a 
mettre en relief les éléments les plus im- 
portants 4 notre avis, en nous proposant 
quelque considérations d’ordre anatomique 





MEL ET MELIS: VASCULARISATION ARTERIELLE 


et, par conséquent, physio-pathologique. 

De l’examen de nos radiogrammes ré- 
sulte en premier lieu la confirmation d’une 
grande variété suivant les cas et, chez le 
méme sujet, entre l’architecture vasculaire 
artérielle des surrénales droite et gauche, 
au point qu’il sembre trés ardu de résumer 
en un nombre restreint de schémas les 
différents variantes. 

Les surrénales elles-mémes ont donc une 
physionomie vasculaire rigoureusement in- 
dividuelle, comme Ajello, Melis et leurs 
collaborateurs |’ont observé et décrit dans 
autres organes et c’est précisément cette 
grande varieté de classifications qui justifie 
toute future contribution a la connaissance 
de |’argument. 

Nous relatons synthétiquement nos ré- 
sultats en les rapportant au schéma clas- 
sique ci-dessus (Surrénales supérieures, 
depuis la diaphragmatique inférieure; 
moyennes depuis l’aorte et inférieures 
depuis la rénale). 

Les surrénales supérieures semblent 
faire partie des artéres les plus constantes, 
méme si elles demeu—rent variables au 
point de vue morphologique; quant & leur 


A < os. ey 
Ae a 


Fig. 2.—On a excisé les organes abdomineaux & l’exception des reins et des surrénales. On a dé- 

placé le diaphragme vers le haut et on note clairement la vascularisation donnée par la phrénique 

inférieur et le systeéme surrénalique supérieure (a, aorte; 7, rénale; f, phrénique inférieur; s, sper- 
matique; arrow, anastomose). 











aspect, on pourrait parler, plus que d’ar- 
tére surrénales supérieures, d’un systéme 
artériel supérieur. 

Les artéres seules prennent naissance a 
des hauteurs différentes sur le cours de 
la diaphragmatique inférieure en distri- 
buant des collatérales principales et secon- 
daires se dirigeant de haut en bas. 

Les surrénales moyennes (comme on les 
nomme d’habitude) ont révélé une cer- 
taine incobstance dans leur presence et 
des variations dans leur origine. 

Nous avons pu observer, soit une artére 
unique se détachant de l’aorte et se diri- 
geant vers les glandes surrenales en émet- 
tant des collatérales: soit un systéme ar- 
tériel surrénalique moyen, composé de 
plusieurs artéres partant directement de 
l’aorte pour se diriger ensuite vers la 
glande; une de ces artéres pouvant pré- 
senter un diamétre supérieur aux autres. 


De méme en ce qui concerne les surré- — 


nales inférieures, ainsi nommeées, il sem- 
blerait opportun de parler de systéme sur- 
rénal inférieur, én ce que, sur les parties, 
latérale et inférieure, des glandes surréna- 
les arrivent des ramifications collatérales 
du trone rénal, soit directement soit en 
tant que collatérales d’une branche des- 
tinée a la capsule adipeuse du rein; cette 
derniére forme un arc pour entourer le 
pole su périeur du rein en distribuant le 
long de la convexité de nombreux fins vais- 
seaux qui se dirigent ver le sommet de la 
face inférieue et latérale de la surrénale. 

Les artériographies suivantes (Figs. 1 
et 2), du méme bloc anatomique, que nous 
vous présentons maintenant, nous parais- 
sent illustrer particuliérement ce que nous 
venons de décrire: 

Sur la Figure 1, on a une vue d’ensem- 
ble, et la vascularisation glandulaire sur- 
rénalique apparait trés clairement: a 
droite, trés en évidence, on voit le systéme 
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des surrénales supérieures se détachant a 
des hauteurs différentes de la diaphrag- 
matique inférieure, la surrénale moyenne 
d’ou naissent de petits vaisseaux, et le 
systéme inférieur représenté par une cap- 
sulaire avec ses collatérales. A gauche, on 
note remarquable sustéme artérieur et un 
développement trés particulier du systéme 
moyen: ce dernier provient d’un court 
trone unique dont se détachent trois ar- 
téres surrénales et une capsulaire rénale. 

Le systéme inférieur est formé de deus 
fines artéres d’origine commune. A droite, 
on note deux anastomoses, une entre sys- 
téme inférieur et supérieur (fléche con- 
tinue) et une entre phrénique et systeme 
inférieur (fléche pointillée) ; 4 gauche, une 
anastomose entre phrénique, aorte et sys- 
teme artériel surrénalique inférieur. 

Sur la Figure 2, on note l’origine des 
divers systémes artériels, lour répartition 
a proximité de la glande surrénale, et les 
anastomoses décrites plus haut sont, mises 
en évidence avec précision. 

Notons a ce point que nous n’avons pas 
parlé de la naissance de divers systémes 
artériels de la glande surrénale a partir 
de différents vaisseaux, comme les lom- 
baires, spermatiques, etc. . . . cela parce 
que nous avons constaté jusq’a present de 
rares variations. 

L’ensamble de ces observations nous 
améne a croire que la pathologie de l’aorte, 
cu diaphragme et du rein peut influencer 
de diverses maniéres 4 travers de modi- 
fications de l’afflux sanguin, la glande sur- 
rénale dans son ensamble anatomo-func- 
tionnel. 

Dans nos Instituts, nous avons en effet 
entrepris des recherches a ces sujet et nous 
espérons arriver 4 une certaine orientation 
de ce probléme plutét complexe dont la 
solution pourrair, peut-étre éclairer qual- 
ques aspects ancore obscure de la patho- 
logie. 
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Roentgenograms: Their True Value to the Surgeon 


JAMES F. BRAILSFORD, M.D., Pu.D., F.R.C.P., F.I.C.S. 


BIRMINGHAM, ENGLAND 


Those that know me but superficially 
think less of me than I do of myself; those 
of my near acquaintance think more. 

Sir Thomas Browne 


We speak of learned and ignorant men 
as if there was a certain quantity of 
knowledge the possession of which is to be 
learned, and not to possess ignorant, in- 
stead of realising that knowledge is in- 
finite, and the man most learned in the 
world’s estimate has as much reason to 
be dissatisfied as the unlettered peasant. 


John Ruskin 


AVING been retired from The Na- 
H tional Health Service at the age of 
65 years, I can boast that what I 
don’t know about modern roentgenog- 
raphy, diagnostic and therapeutic, is prac- 
tically all there is to be known. I have 
had no experience or intimate contact with 
modern uses of contrast media in any 
branch of investigation. I cannot, there- 
fore, expect any credit for the new work 
done, even in the field of bones and joints, 
or share the commendations of those who 
are in charge of the modern developments. 
That these have necessitated the spending 
of vast sums of money for accommodation, 
aquipment and staff no one will deny. 
Before I retired I had established to my 
ywn satisfaction (and freely broadcast my 
dpinions) that (1) good roentgenographic 
methods spare the patient pain and (2) 
roentgenographic procedures involving the 
infliction of unnecessary mental or physi- 





cal pain are Dad roentgenographic proce- 
dures. 

Mass Roentgenography.—This I define 
as including any roentgenographic ap- 
proach resorted to before an efficient clini- 
cal examination has been made, since it is 
like putting the cart before the horse— 
the road may be safe to the horse that 
can see, but the horse that is blinded may 
stumble and fall to destruction, even 
against a trivial obstacle. 

My continued opposition to mass roent- 
genography is as strong as ever it was 
and will continue as long as the features 
that aroused my opposition to it are per- 
mitted to continue. These are (1) its use 
as a substitute for the essential clinical 
examination, which Hippocrates taught 
the profession was necessary; (2) its use 
as “the surgeon’s radar,” and (8) its use 
in a manner that incites fear of treatment, 
for then it falls into the category I call bad. 

Consequently I have no adverse crit- 
icism, but only praise, for those who 
insist on using it for good purposes: (1) 
to clarify their clinical observations or (2) 
to detect tuberculosis in patients who have 
carried the infection. The danger from 
these infectious patients can be reduced 
by examination of the sputum in districts 
where roentgen facilities are unavailable. 

Tuberculosis will be eradicated by the 
adoption of those measures which seek to 
eliminate the factors now known as its 
causes; therefore, any expensive measures 
adopted will eventually be redundant. 








Famous British pioneers in public 
health, including Bentham, Chadwick, 
Charles Dickens, Boddington, and my late 
chief, Sir John Robertson, the Medical 
Officer of Health of the City of Birming- 
ham, have taught that tuberculosis could 
be eradicated if the causes were removed. 
Among these causes are (1) infection; 
(2) overcrowding and ill-ventilation of 
homes or workplaces, particularly those 
associated with dirt, dust, darkness and 
dampness; (3) starvation and defective 
or deficient food supplies; (4) overwork; 
(5) contaminated water or milk supplies; 
(6) defective sewage and refuse disposal, 
and (7) fear. 

Now that the causes are known, the 
only propaganda of fear should be directed 
against the causes, for now that we have 
been provided with a painless method of 
treatment which cures, the fear that has 


checked the success of propaganda aimed - 


at elimination of the disease has been 
vanquished. Even the present methods 
of treatment will be redundant when the 
disease has been abolished in all lands, 
At present, though the disease is dis- 
appearing from England, Denmark and 
other enlightened lands as rapidly as the 
causes are eliminated, it is still being im- 
ported into England from countries that 
have not effectively adopted preventive 
measures; consequently, full credit should 
be given to those persons who seek to 
check the immigration and emigration of 
persons who have not undergone an ef- 
ficient medical examination until the 
aforementioned measures have been effec- 
tively adopted in their native countries. 
The officials of the United States, who in- 
sist on a medical examination of all visi- 
tors from abroad, are to be congratulated, 
and as long as there are undetected cases 
of open tuberculosis in Britain, visitors 
from Britain should expect to supply a 
medical certificate with their passports. It 
is to be hoped that the World Health Or- 
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ganization will insist on the adoption of 
these precautions in all lands; then “mass 
roentgenography” for the detection of 
tuberculosis will be redundant. At the 
moment, fear accounts for the fact that 
appeals for its detection are not 100 per 
cent successful, 

“Mass Roentgenography” and Carci- 
noma.—People feared routine roentgen 
examination for tuberculosis as long as 
they feared the dire results of the disease 
and the baneful effects the knowledge of 
it had on their lives; later they feared the 
surgical methods of treatment, but now, if 
good roentgen procedures are employed, 
there is no need for fear either of the 
disease or of the methods of treatment. 

I am convinced that there will one day 
be similar measures available for the 
eradication of carcinoma—the day when 
its cause and a painless cure are dis- 
covered; but, until that happens, let us 
not use mass roentgenography in such 
a way as to inflict mental and physical 
pain without cure, for that is bad roent- 
genology. It is very clearly indicated, by 
what has happened to tuberculosis in my 
short experience, that it will eventually 
happen with carcinoma. May it be soon. 

People are still rightly afraid of mass 
roentgenography because it is being used 
as “the surgeon’s radar,” as one surgeon in 
the United States called it in criticism of 
my opposition. If, as with tuberculosis, 
the cause and the means of preventing the 
disease are discovered and a _ painless 
method of cure is devised, my opposition 
will cease to be valid. Carcinoma I have 
always considered a localized expression 
of a generalized disturbance of cellular 
metabolism, and not a localized disease; 
therefore, research should be devoted to 
discovering a means to correct this, by 
changing the pabulum on which the 
malignant cell thrives. At present, sur- 
gical therapy, except in those cases in 
which it has destroyed structures that 
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interfere with the function of vital organs 
when it is reasonable and essential to 
restore function, offers little in the way of 
success and is to be classed as meddlesome 
interference, against which Hippocrates 
advised all physicians and surgeons, More 
recent surgical philosophers have warned, 
“To amputate is to mutilate a patient you 
cannot cure.” It removes the only means 
available of studying nature’s methods of 
development. “Never remove the normal,” 
Leonard Gamgee taught me. No surgeon 
can amputate without removing normal 
tissue; yet, as is well shown in Case 1, to 
be reported here, he may need it later. “It 
is a barbarous part of inhumanity to add 
to any afflicted parties misery,” said Sir 
Thomas Browne; and recently one of my 
teachers, Sir Arthur Thomson, quoted Sir 
Henry Dale: “It is the physician’s duty 
to maintain the patient’s strength... 
and leave nature with as free a hand as 
possible.” 

Mass roentgenography is also being used 
as “the surgeon’s radar” for the detection 
of cardiovascular lesions to such an extent 
that one chest physician caustically com- 
mented that such discoveries had led to 
many patients with tuberculosis being 
“left symmetric’—the cardiovascular le- 
sions apparently leading to the more in- 
tricate surgical procedures. This too 
should be deprecated since the patient 
with a cardiovascular abnormality who 
does not show signs or symptoms that can 
be detected by an efficient clinical examina- 
tion would be better left without surgical 
intervention, since such a condition, in the 
experience of many surgeons, permits the 
patient to live a useful life to the late 
sixties, while life may be destroyed or 
jeopardized by an operation. A friend of 
mine came for roentgen examination of 
his chest and begged me to tell him what 
I found. He had had rheumatic fever in 
his youth and was now over 60 years of 
age. I told him that the roentgenogram 
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showed the biggest heart I had ever seen; 
it appeared to fill the chest. He bravely 
replied: “That’s fine. I can tell my con- 
stituents that my medical adviser told me 
that I have the biggest heart he had ever 
seen.” He continued happily with his work 
for nearly ten years. 

Since there is a latent period in the 
development and in the eradication of all 
diseases, one must employ patience and ob- 
serve the advice of Hippocrates, ‘““Make no 
haste in time of trouble,’ meanwhile 
adopting those measures which aim at 
supporting the patient’s strength and 
treating the lesions that are disturbing 
normal function. There are many condi- 
tions that do not readily respond even to 
the latest methods of treatment, but it is 
the experience of the most eminent that 
recovery occasionally takes place when 
least expected. One such case I described 
under the term “Shaw-Reade syndrome” 
after those two giants of English litera- 
ture who wrote “You Never Can Tell” and 
“Tt’s Never Too Late to Mend.” 

These exceptions may be pointing the 
way to cure, whereas the routine unsuc- 
cessful methods indicate the truth of what 
Sir Clement Price said in his enlightening 
speech in Birmingham in July 1958: 
“Then there was a residual something 
which the patient had to settle for himself. 
The quiet mind was achieved most easily 
and most satisfactorily by people who had 
faith in God. That was something which 
no money could buy, something which no 
technological advances could give. What 
greater ideal could they have than Christ 
Himself, who gave Himself for His peo- 
ple?” We are taught that Christ wrought 
miracles with all sorts of conditions in 
nature and affecting mankind; men of the 
caliber of Sir Thomas Browne and Sir 
William Osler believed in them. Who am I 
to disbelieve? The following account of a 
patient appears to me to be a modern ex- 
ample. 








CASE 1.—A girl 6 years of age was taken to 
the hospital by her mother because she had a 
large tumor of the upper part of the right 
arm. The clinical appearances suggested a 
malignant tumor of the nature of sarcoma, 
and the roentgenograms were interpreted as 
confirming the clinical appearance. She was 
thoroughly investigated with all the latest 
tests in the Children’s Hospital, a branch of 
the teaching school, and the decision to am- 
putate the right foreauarter was made. The 
day before the amputation was due to be per- 
formed, the wise surgeon had a roentgenogram 
of the chest taken. It showed multiple rounded 
opaque areas of varying size throughout both 
lungs. These were generally interpreted as 
secondary deposits of malignant disease. It 
was a good roentgenogram, for the surgeon 
decided not to operate. Instead, he told the 
mother to take the child home, for nothing 
could be done. He gave her a life expectancy 
of about a month. 

The mother was not satisfied with this 
opinion and sought further advice. She took 
the child to an orthopedic surgeon, who, be- 
cause it was an unusual bone tumor, sent it 
to me for an opinion. A roentgenogram of the 
right humerus showed some disintegration of 
its upper half, but not the appearance I could 
describe as typical of osteogenic sarcoma. I 
suggested that it might be an unusual reaction 
to some inflammatory process, but that the 
lesions of the lung looked ominous and it might 
be well to see whether the lesion responded 
to antibiotics. This was in November 1954. 
T was called to see the child in the outpatient 
department on Jan. 4, 1955. Her condition 
appeared to have deteriorated considerably. 
The tumor of the upper part of the arm was 
much larger: it had no color and had the 
appearance of wax; it looked translucent. A 
roentgenogram of the right upper extremitv 
showed that the upper half of the humerus 
had disintegrated and fractured. Roentgeno- 
gram of the chest showed that many of the 
lesions in the lungs had become confluent. I 
told the mother I was sorry to see that the 
medicine advised had not had any beneficial 
effect; that I did not know of anything else 
that might do any good, and that I did not 
think the child could live more than a couple 
of days. Apparently the mother was not 
satisfied with my opinion, so she took the 
child to no less than three leading surgeons, 
who all confirmed my opinion. I expected, 


therefore, to hear that the child had died, but 
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in May I heard that she was running about. 
Immediately I telephoned the hospital for her 
address and went to see her. The mother, who 
answered the door, refused at first to allow 
this, saying that all the doctors had said the 
child would die and she did not wish to be 
told that again. In answer to my question 
“Where is the child?” she replied, “She is 
out in the street, playing.’ I then assured her 
that the little girl must be cured. On this 
assurance the mother replied: “If you think 
that, I will call her.” She did so, and after 
an examination I was able to assure her that 
the child was cured. She expressed her grati- 
tude by asking what she could do for me. 
To this I revlied “Would you bring her to the 
hospital tomorrow, so that I can prove that 
she is cured?” The roentgenograms then 
showed that the lung fields were clear and 
the humerus had consolidated. 

I made no further contact with these people 
until I began to compose this paper a month 
ago; then I thought that an up-to-date exami- 
nation might confirm or contradict my opinion. 
I again sought the address from the hospital 
and visited the home. Fortunately the familv 
still occupied it, and an aunt heard the bark 
of the dog, no one else being at home. She 
was able to tell me that Beryl was in good 
health and the idol of her parents. She was 
now a shorthand typist who would be at home 
at midday. I left a message to the effect that 
T should like to see her. When I got home 
I wrote to the mother and told her how pieased 
I was to hear that Beryl was happv and well 
and that I should like to see her. Beryl rang 
me the following day, and I asked her to come 
and have tea with us. She expressed her regret 
that she could not do this, being at work, but 
would like to come after work. and might her 
mother come with her? I told her that was 
what I wished. They came, and I found them 
a happy and healthy looking pair, whom it was 
a pleasure to meet. I asked the mother to tell 
me why she did not believe me when I told 
her that Beryl was going to die within two 
davs, and why she went to three other con- 
sultants who confirmed what I had said but 
whom she also did not believe. She replied 
that she did not like to say, but when I pressed 
the auestion, telling her I needed her help, she 
replied. blushing, “I think it was faith, Sir.” 
Since in this case the child was too young to 
understand and has no memory of the illness, 
one is forced to accept it that it was the 
mother who had the faith. The good roent- 
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genogram had revealed the secondary deposits 
and saved the girl the mutilation involved in 
amputation of the right arm. 


Trauma.—In no circumstances is the 
necessity for a careful efficient clinical 
examination more apparent to the care- 
ful observer than in cases of trauma. In 
no condition is the quotation from Shake- 
speare more apt than in the thoughtless 
immediate roentgen examination: “How 
oft the sight of means to do iil deeds makes 
ill deeds done” (King John). It is illus- 
trated by one of the following cases 
(Case 2). 


CASE 2.—A woman, walking over a level 
crossing of a railway track, was violently 
knocked down by a train approaching a nearby 
station. She was taken to the local cottage 
hospital, where they had none of the modern 
equipment and the staff had only a careful 
surgeon with general but not specialized 
knowledge. She was treated for profound 
shock, with all care and kindness, by the 
medical and nursing staff. After her recovery 
from the shock, roentgen examination was 
performed, since a unit existed in the hospital. 
The roentgenogram (which fortunately was 
not allowed to alter the treatment already in 
hand; indeed it could have been dispensed 
with) showed fractures of the right clavicle, 
the scapula and most of the right ribs. The 
right lung had been perforated and was col- 
lapsed, and a large collection of blood filled the 
pleural cavity, the heart being pushed over to 
the left. No surgical methods were applied, 
but the patient was kept at rest. The surgeon 
was aware of Hilton’s teaching on rest and 
pain. Gradually the patient recovered, since 
no haste was made. When her clinical condi- 
tion appeared sound she was re-examined 
roentgenographically before being allowed to 
go home. The roentgenogram now showed 
that the blood had been absorbed, the lung 
had re-expanded, the heart had resumed its 
normal position and all the fractures of the 
bones had united in good position and con- 
solidated. 

In a modern clinical organization a prompt 
roentgen examination would have been made, 
which might well have led to prompt radical 
»peration, with the risk of death; but, as has 
xeen stated, the good roentgenogram showed 
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such extensive damage that the wise surgeon 
decided not to interfere, and the result was 
perfect. 


CASE 3.—A motorcycle with a side car 
crashed into a motor lorry that was speeding 
across a blind crossing, and the woman in the 
side car was severely injured and shocked. 
She was taken to a teaching hospital, where 
an obvious fracture of the femoral shaft was 
observed. The limb was put into a Thomas 
splint and the shock treated. Later, when 
shock had passed and the femoral lesion 
had quieted down, the patient was carefully 
examined and some deformity of the upper 
lumbar portion of the spine was suspected. 
Accordingly, a roentgenogram of this was 
requested, and it showed a severe fracture- 
dislocation of the upper lumbar portion of the 
spine. Here again the orthopedic surgeon 
decided not to operate, because of the gravity 
of the lesion as shown by the good roentgeno- 
gram. It revealed a fracture through the 
second lumbar body and its processes, with 
marked lateral displacement of the upper on 
the lower column. The patient was kept at 
rest, and complete consolidation occurred with- 
out pain. With a less experienced surgeon 
the roentgen appearance might well have led 
to surgical intervention, with dire results; at 
best, it is doubtful that the results would have 
been as good. Actually, in this case, with 
thoughtful treatment, the patient would have 
suffered no harm if no roentgenogram had 
been taken. 


CASE 4.—A patient, who was also a great 
friend of mine, was on holiday at a seaside 
resort when she telephoned to tell me that, 
after sitting in a low chair, reading, for two 
hours she had attempted to stand but found 
that her leg had gone to sleep. She fell over 
and hurt her hip so severely that her husband 
called in the local doctor. He advised an im- 
mediate roentgen examination, and a roent- 
genologist was asked to take one of the hip 
joint area with a portable apparatus. This was 
done. The roentgenologist reported that there 
was no fracture to be seen. As a result a 
physiotherapist was called in, and the patient 
was treated with exercises and massage. She 
told me over the telephone that every time 
they gave her exercises she had severe pain in 
the region of the hip joint, and asked me what 
she could do. Being a friend, I did not hesi- 
tate to tell her to get the doctor to fix her 
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comfortably in bed with sandbags to prevent 
any movement of the limb and to get her 
husband te go out and obtain the heaviest 
stick she could wield and keep it beside her 
bed. “What for?” she asked, and I replied 
that she was to knock down any person who 
approached her with the intention of moving 
her limb. “But why?” she asked. “Because,” 
I replied, “you have a fracture of the neck 
of the femur.” To this she replied that she 
couldn’t have, because they had all seen the 
roentgenograms and there was no sign of a 
fracture. Fortunately she decided to tell the 
doctor to adopt the precautions I had sug- 
gested. A week later she rang me up to tell 
me that since the limb had been immobilized 
she had not had any pain, and asked why. 
I repeated, “Because you have a fracture of 
the neck of the femur.” She then assured me 
that since I had made the suggestion the 
roentgenograms had been reexamined by all 
concerned and confirmed the original opinion 
that no fracture existed, but that she was 
having the films sent off to me at once. They 
arrived next morning, and they confirmed my 
opinion. Within a few minutes of their 
delivery the patient telephoned for my opinion. 
The result was that she became somewhat 
irate and talked of legal action. I accordingly 
told her that the fragments were in excellent 
position and that anyone could be excused for 
not noticing the fracture. What I did not 
excuse was the clinical fault. I asked her to 
call in the roentgenologist again and to tell 
him that I would come down immediately and 
see him and the new roentgenograms, which 
I knew would now show the fracture, since the 
fragments would have been moved by the 
manipulations, as indeed they did. The prompt 
visit pacified the patient, and continued im- 
mobilization with sandbags resulted in an ex- 
cellent consolidation. The patient asked my 
advice as to treatment and I suggested that 
she call in an orthopedic surgeon, but when I 
told her the possible choice of treatment he 
might suggest she decided to continue as she 
was, since she had no pain and was com- 
fortable. 


This case is the answer to the false legal 
opinion that after an injury a prompt 
roentgenographic examination is essential. 
In my opinion such behavior is more 
deserving of censure, since it is often in- 
dicative of neglect of the clinical examina- 
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tion, a very much more serious neglect. 
The roentgenogram gives one no indica- 
tion of the seriousness of the soft tissue 
damage, and I have seen grave deformity 
resulting from failure to appreciate this 
because the osseous damage, judged by the 
roentgen appearance, appeared slight. 


CASE 5.—A surgeon on holiday had his at- 
tention drawn to a swelling over the upper 
part of his little daughter’s arm, which she 
had first noticed during the morning’s ablu- 
tions. As the surgeon could detect no bruise 
or obtain any evidence of an injury, he feared 
that it was a sarcoma and rushed the child 
to the cottage hospital, where a roentgenogram 
of the swollen area was taken. It showed 
some thickening of the humeral shaft, which 
the father’s panic influenced him, and through 
him the local doctor, to regard as the signs of 
sarcoma. The surgeon abandoned his holiday 
and brought the child to see me. Being un- 
affected by the panic, I was able to make care- 
ful inquiries of the child and learned that she 


‘had had an injury some days before, but that 


all pain had now gone. The roentgenograms 
confirmed the clinical impression that the 
lesion was an old injury that had resulted in 
the production of some callus on the shaft of 
the humerus. With this interpretation, the 
fear was dispelled and no further disturbance 
occurred. 


CASE 6.—A man in the 60’s sustained a 
severe fracture in the region of the elbow 
late one night. An orthopedic surgeon was 
called to see him and decided that the dis- 
placed bone fragments should be reduced. This 
he skilfully did, with the patient under anes- 
thesia, and fixed the limb in a thick plaster 
cast. He gave instructions that the patient 
should be brought to see me next morning. 
The plaster cast was so constructed that I had 
difficulty in locating the elbow joint or its 
relative position. I took roentgenograms, at 
right angles to one another, but they were 
not satisfactory. While I was away at the 
hospital, my friend the orthopedic surgeon 
called at my rooms to see the films. When he 
was shown them by my secretary he instructed 
her to destroy them. She refused to do so 
without my instructions, but he persisted, 
eventually taking the films from the washing 
tank, scratching them all over and throwing 
them into the waste bin. I met him at the 
hospital later in the morning, after I had 
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heard what had happened, and told him I was 
not pleased with his behavior. He replied that 
they were “rotten” roentgenograms and 
merited no better treatment, for they made it 
appear that the fragments were in a bad posi- 
tion. He had reduced them to his own satis- 
faction, and said that I had better get him 
back again, so that I could make roentgeno- 
grams fit to send to his doctor. Accordingly, 
a further appointment was made, and after 
screening and rotating the patient so that the 
fragments appeared to be in good alignment, 
I substituted a film and took roentgenograms 
in two planes. These I showed to the surgeon, 
who commented, “Fine. Send them on to the 
doctor,” which I did. Nevertheless I was 
sure at the time that I had not done the 
right thing. I was impressed with the 
fact that my friend was satisfied with his 
own work in spite of what the roentgenograms 
appeared to show. The answer came some 
twelve months later, when the patient was 
sent to me again for gastrointestinal roentgen 
examination. His first remark was “We have 
lost a great friend since we last met,” (Mr. 
Naughton Dunn had died in the meantime) 
“and a great surgeon.” “Do you think so?” I 
replied, to which he answered “Yes, don’t 
you?” I then asked “‘How is the elbow?” ex- 
pecting (in my ignorance, and not appreciat- 
ing to the full the great skill and abilities of 
my friend) to see him demonstrate a stiff 
elbow joint, but instead he repeatedly flexed 
and straightened both elbow joints, remark- 
ing, “I don’t know which was which.” 


I have often been reminded of this case 
when I have seen multitudinous roent- 
genograms of patients who have under- 
gone repeated roentgen studies after many 
attempts to secure anatomic alignment. I 
have seen as many as one hundred roent- 
genograms of such a patient. I have seen 
a similar number of roentgenograms of 
the chest after meddlesome interference, 
and I have suggested that if the desired 
result has not been achieved after a first 
careful attempt, it would be advisable to 
call in help from an abler colleague. This 
type of mismanagement has been called 
roentgenographic control, but unfortu- 
nately it often shows a lack of patience; 
in many cases the repeated report is “no 
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appreciable change,” and such a report 
depresses rather than helps the patient. 
In my earlier work on Perthes’ disease I 
did show that roentgen control can be 
used to the great benefit of the patient, 
for whereas it was generally held by 
orthopedic surgeons of the time that im- 
mobilization for upward of two years had 
little or no effect on the disease, the serial 
roentgenograms in a large number of cases 
showed that in the presence of Perthes’ 
disease the bone may be plastic for up- 
ward of four years and that as long as it 
remained plastic it could be deformed by 
weight-bearing pressure. As the changes 
are slow, it is not necessary to take many 
roentgenograms to show the plasticity, but 
early diagnosis and immobilization for as 
long as the roentgenograms show evidence 
of activity will prevent the deformity 
often associated with the disease. 
Congenital Diseases —The answer to 
some of the problems in this section, as- 
sociated as they are with juvenile delin- 
quency, surgical abortion, euthanasia and 
venereal disease, is indicated in one of the 
most beautifully worded letters I have 
ever received. I published it in the fifth 
edition of my book The Radiology of Bones 
and Joints in 1953. It was from a poor 
gir] concerning the death of her daughter, 
whom I had examined roentgenographi- 
cally when she was 8 years of age; the 
roentgenograms showed a grave degree of 
a condition I had called chondro-osteo- 
dystrophy. I desired a recent roentgeno- 
gram to learn the extent to which the 
dystrophy had developed in the interval 
of two years. In answer to a letter from 
the departmental sister, requesting her to 
bring her child for a check-up, she replied: 
“Dear Sister, 

You will be sorry to hear that little 
Joy (aged 10 years) passed away Janu- 
ary 24th, 1944. The end came sudden, 
she just went outside, and the wind 
caught her breath and she was gone. 
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We miss her terribly, but God was good, 
as I feel sure nothing could be done 
for her.” 

The writer, the mother of the child (14 
years of age at the time of the child’s 
birth) and the father were sister and 
brother. 

At present there is some concern about 
the increase in venereal disease and the 
inefficiency of the antibiotics at present 
available, but surely attention should be 
concentrated, as with all infections, on 
eliminating the cause (the decline in 
morals) rather than the ineffective meth- 
ods of treatment. 

The qualities Sir Clement Price applied 
to the good surgeon can be applied-equally 
to a good roentgenologist or any other 
specialist in medicine and surgery. 

The interpretation of the urine, the 
biopsy specimen, the blood, the skin, the 
stethoscopic indications, the mind and the 
roentgenogram may contribute to knowl- 
edge of the patient’s condition, but not 
one of them can replace the efficient clini- 
cal examination. In all, physicians and 
surgeons must realize the poverty of their 
specialized knowledge and the necessity 
for Divine help. 
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Sir Arthur Thomson has recently re- 
minded the profession that the Hippocratic 
method of studying the patient at the bed- 
side is the only reasonable preparation for 
the work of a physician. He has truth- 
fully stated that much human activity is 
still conditioned by primitive instinct, un- 
touched by conscious thought and formal 
creed, and that even at the highest in- 
tellectual level it is probable that subcon- 
sciousness and imaginative intuition play 
a greater part than many are inclined to 
admit. 
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To be really cosmopolitan, a man must be at home even in his own country. 


—Higginson 


The universe is a sort of book only the first page of which has been read by those 
who have seen no other country but their own. 


—Stendhal 
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Theodoric Surgery. Translated from the 
Latin by Eldridge Campbell and James Col- 
ton. New York: Appleton-Century-Crofts, 
Inc., 1960. Vol. 2, Books 3 and 4. Pp. 233, 
illustrated. Reviewed in this issue. 


Principles and Practice of Obstetric Anes- 
thesia. By J. Selwyn Crawford. Springfield, 
Ill.: Charles C Thomas, Publisher, 1959. 
Pp. 125. Reviewed in this issue. 


Anatomy. By Ernest Gardner, Donald J. 
Gray and Ronan O’Rahilly. Philadelphia: 
The W. B. Saunders Company, 1960. Pp. 999, 
with 569 line drawings and 64 roentgeno- 
graphic plates. Reviewed in this issue. 


General Anesthesia in Dental Practice. By 
Leonard M. Monheim. St. Louis: The C. V. 
Mosby Company, 1960. Pp. 461, with 114 
illustrations. 


Upper Digestive Tract. Part I of Vol. 3, 
Digestive System, The CIBA Collection of 
Medical Illustrations. By Frank H. Netter. 
New York: Ciba Pharmaceutical Products, 
Ine., 1959. Pp. 206, with 172 full-color plates. 
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Practical Proctology. By Louis A. Buie Jr. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1960. 2d ed., pp. 725. 


Any treatise emanating from the pen of 
Dr. Buie is properly acknowledged as author- 
itative. His experience of nearly twoscore 
years reaches a pinnacle to which few can lay 
claim. Written in a delightful fashion and 
representing his own opinions rather than 
that of others, the book presents each theme 
in a systematized form and with clarity. The 
work is a practical assemblage of data, ana- 
lytic of fact and written with the masterful 
touch so characteristic of Louis Buie. The 
lucid and excellent illustrations are un- 
usually good and contribute to the interpreta- 
tion of the material in no small measure. 

HARRY E. BACON, M.D. 


Theodoric Surgery. Translated from the 
Latin by Eldridge Campbell and James Col- 


ton. New York: Appleton-Century-Crofts, 
Inc., 1960. Vol. 2, Books 3 and 4. Pp. 233, 
illustrated. 


This is the second volume, consisting of 
Books I and Iv; the first covered Books 
I and Il. These historic tomes were originally 
written in Latin prior to 1267. Numerous 
collaborators were required to complete and 
revise them as they now appear. It is almost 
impossible to comprehend the extraordinary 
depth of education and understanding required 
by the sound principles of Theodoric. These 
were lost to science until discovered anew by 
Pasteur, Semmelweis and Lister almost 600 
years later. 

The authors employ the device of using 
brackets for material supplied by the trans- 
lator to clarify the text. The first part of 
Book Three is divided into 56 chapters, and 
the latter part, Book Four, into 9. 

Aside from the obvious errors in diagnosis, 
technic and pathologic anatomy (inevitable, 
since most of the pioneers in these fields 
came into existence many decades later), I 


should like to point out some of the observa- 
tions of Theodoric: 

1. He pointed out the anatomic difference 
between deep and superficial fistulas and 
the difficulty of their anatomic approach. 

2. His suggested treatment for ascites was 
paracentesis. 

38. He suggested breast plastics for male 
hypertrophy and gynecomastia. 

4. He discussed three varieties of hernia, 
inguinal, umbilical and ventral, with details 
of spontaneous reduction, incarceration and 
strangulation. 

5. He described a “hook and snare” tech- 
nic for internal and external hemorrhoids. 

6. His description of fistula in ano and its 
treatment is as up-to-date as the latest texts; 
he cautioned the surgeon against cutting the 


‘external sphincter. 
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7. For pruritis and scabies he recom- 
mended ointments containing mercury and 
sulfur. 

8. Under “Regimen Sanitatis Salernita- 
num” he wrote on hangovers and headaches 
after too much wine. 

9. Some medications he suggests are 
“spansule like” in action—smoothly and 
slowly working over a long period of time. 

This book should be of interest to those 
concerned with the history and development 
of surgery. When one realizes the paucity 
of true anatomic understanding, the lack of 
knowledge of circulation, it is all the more 
amazing and admirable that this small group 
of dedicated surgeons held the torch of sur- 
gery so straight and high against such over- 
whelming obstacles. 

JEROME J. MOSES, M.D. 


Principles and Practice of Obstetric Anes- 
thesia. By J. Selwyn Crawford. Springfield, 
Ill.: Charles C Thomas, Publisher, 1959. 
Pp. 125. 


As the title indicates, this book is a text, 
in reality more properly called a handbook, 
on the principles and practice of obstetric 
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anesthesia. Dr. Crawford states that he was 
stimulated to write it by his desire to gather 
and present in a concise form the principles 
involved in obstetric anesthesia. It is not a 
book that can be used to look up specific 
technics, their advantages and disadvan- 
tages, but it can be easily read by the student 
or anyone interested in the subject. It con- 
tains a great deal of the basic information 
necessary to good practice. 

This text, although oriented definitely in 
the direction of the British anesthetists, has 
information of special interest to their Amer- 
ican counterpart. Although it adds very little 
to the material on anesthesia already pub- 
lished in the United States, it can be valuable 
to students, obstetricians and anesthetists. 
Because of the orderly, brief, concise man- 
ner of preparation, the book can be profitable 
especially to those who have not the time 
or the inclination to read the longer, more 
laborious texts. Probably it will be most 
useful to the student groups. 

This book can be recommended to students 
in medical school, nurses, trainee anes- 


thetists, trainee obstetricians, etc. It is an 
excellent text with which to begin their train- 
ing in the information relative to this sub- 


ject. It probably would serve a valuable 
function in the British Commonwealth sphere 
of medical practice, and, therefore, might be 
especially valuable in the libraries of the 
Commonwealth countries. 

It is hoped that, in future texts, obstetric 
anesthesia will be more freely discussed, to 
the benefit of the reader. 

This is a well-written text and very easy 
to read. Each section has a definite, valuable 
bibliography, thus further lending itself to 
the use of the student or young practitioner. 

MAX S. SADOVE, M.D. 


Anatomy. By Ernest Gardner, Donald J. 
Gray and Ronan O’Rahilly. Philadelphia: 
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The W. B. Saunders Company, 1960. Pp. 999, 
with 569 line drawings and 64 roentgeno- 
graphic plates. 


In attempting to present a really new text 
in anatomy, the authors have undertaken an 
almost impossible task. A completely new 
approach, utilizing regional study integrated 
with new dimensional line drawings, make 
this text a unique contribution to medical 
education. 

The book is divided into eight parts. Part 
1 covers general anatomy. This is furthe 
divided into 10-chapters, dealing successively 
with osteology, the muscular system, joints. 
the nervous system, blood vessels, lymphatics, 
viscera, skin, development, growth and roent- 
genologic anatomy. Chapter 2 concerns itself 
with the arms and Chapter 3 with the legs. 
The thorax is covered in Chapter 4, the ab- 
domen in Chapter 5, the pelvis in Chapter 6, 
the back in Chapter 7 and the head and 
neck in Chapter 8. Each chapter then is 
approached as one would dissect it in the 
laboratory. 

The bones, muscles, arteries, veins, lym- 
phatics, joints, ligaments, surface anatomic as- 
pects and blood and nerve supply are excel- 
lently depicted. 

The three chapters on roentgenographic 
anatomy seem to coordinate the anatomic 
features of the cadaver with those of the liv- 
ing patient. The line drawings are clear cut 
and well integrated with the text. 

The references utilized are listed in the 
introduction and also on each page on which 
a new point of functional anatomy is intro- 
duced. 

This is such a useful and readily utiliza- 
ble text that I highly recommend its adop- 
tion into every doctor’s library. This will 
be useful in every way to students, residents, 
interns, specialists and medical men in every 
branch of medicine. 

JEROME J. MOSES, M.D. 
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Nonurolegic Symptoms in Patients with 
Renal Cancer. Uson, A. C., and Melicow, M. 
M., J.A.M.A. 172:126-146 and 130-150, 1960. 


This interesting article stresses the fact 
that renal carcinoma does not always pro- 
duce the signs and symptoms with which one 
associates this disease. 

A series of 577 cases of proved renal 
neoplasm in adults were reviewed for the 
years 1930 to 1956 at the Squier Urological 
Clinic, and 183 patients were observed to 
have nonurologic or atypical symptoms. 

Fifty per cent of the 183 patients had 
fever, weakness, anorexia or loss of weight, 
which finally led to the correct diagnosis. 
Excluded were those patients with the afore- 
mentioned symptoms who had hematuria. 

Thirty-one patients, or 17 per cent of the 
183, had pain elsewhere than in the flank. 
In these patients metastases were observed. 

Each of 12 patients, 6.6 per cent of the 
183, revealed a painless abdominal mass, 
originally diagnosed as splenomegaly, hepa- 
tomegaly or tumor other than renal. 

Forty-five patients, or 24.4 per cent of the 
183, complained of various symptoms (pros- 
tatism, hypertension). 

Of interest is the fact that, of the 183 
patients, 109, or 59.5 per cent had no erythro- 
cytes in the urine. In 56 instances only a 
few erythrocytes were present. 

SHEPARD JEROME, M.D. 


Results of the Surgical Treatment of Per- 
forated Peptic Ulcer. Norberg, P. B., Acta 
chir. scand. suppl. 249, 1959. 

In an investigation of perforated peptic 
ulcer, the results of the surgical treatment 
of that complication were studied under 
three headings. The first dealt with the 
primary results; the two others were clinical 
and roentgenologic reports of late results 
after suture operations. 


Of 1,022 patients operated on, the opera- 
tive method of choice was suture (with or 
without excision), which was performed on 
952 patients. The mortality rate was from 
5 to 6 per cent. Primary resection was per- 
formed in 67 cases. 

The clinical study of late results was 
based on the follow-up reports of 444 pa- 
tients. It was seen that 26.1 per cent of the 
patients were free from recurrence; 21.2 per 
cent had had at least one recurrence but had 
not been reoperated on, and 52.7 per cent 
had undergone reoperation for recurrent 
ulcer. The study material was divided into 
three five-year groups, but there was no 
significant difference in late results between 


. the different five-year groups, in spite of the 


fact that the periods of observation were of 
unequal length. 

The material for roentgenologic investiga- 
tion comprised 142 patients, or two-thirds 
of those in the follow-up series who have not 
undergone reoperation. The deformities dem- 
onstrated roentgenographically were not re- 
garded as indications for operation. 

On the basis of the present investigation, 
the author expresses the opinion that suture 
is still the method of choice for perforated 
peptic ulcer. Primary resection or other 
similarly ulcer-curative operations are in- 
dicated for patients with hemorrhage and 
young patients who have previously had 
ulcers, particularly perforated peptic ulcers. 
Generally speaking, conditions for the per- 
formance of primary resection should be the 
same as for routine resection. 

JOHN A. ZIEMAN, M.D. 

Needle Biopsy of the Prostate. Peck, S., 
J. Urol. 83:176-179, 1960. 


The author presents a résumé of 164 trans- 
perineal needle biopsies of the prostate for 
126 patients. These were done with the 
Franklin-Silverman needle, which he prefers 
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yecause of the dam in the groove of the 
needle, which retains the biopsy tissue. 

Of the 164 biopsies, 31 revealed malig- 
nancy. 

The author points out that prostatic 
trauma is less than with other procedures 
and that this is an office procedure, which 
can be repeated if necessary. 

SHEPARD JEROME, M.D. 


The Carpal-Tunnel Syndrome in Preg- 
nancy. Wilkinson, M., Lancet 1:453, 1960. 


Pain and tingling in the arms and hands 
during pregnancy are fairly common symp- 
toms, but relatively little attention has been 
drawn to them, as they often do not arise 
until the last three months of pregnancy, 
and they tend to improve after delivery. In 
a few cases, however, the patient is in con- 
stant pain during the day and is unable to 
sleep at night. 

The main etiologic factor is compression 
of the median nerve in the carpal tunnel 
during pregnancy, and this is due to trauma, 
to a rapid or unusually great increase in 
weight, or, perhaps, to changes in the fluid 
content or tension of the ligaments. 

The increase in fluid intake may be im- 
portant in producing the symptoms of com- 
pression of the median nerve in pregnancy. 
Posture during sleep may also be important. 

The immediate treatment is symptomatic. 
Since most patients recover spontaneously 
after delivery, operation should be deferred 
and is then rarely necessary. 

EDMUND LISSACK, M.D. 


Hydrocortisone and the Carpal-Tunnel 
syndrome. Foster, J. B., Lancet 1:454, 1960. 


The common cause of acroparaesthesia 
imited to the distribution of the median 
1erve in the hand is now widely accepted as 
ompression of the median nerve in the car- 
al tunnel. 

Nonspecific inflammatory swelling of the 
oft tissue responds well to the injection of 
1ydrocortisone. 

Hydrocortisone was injected by the author 
nto the volar aspect of the wrist at the 
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juncture of the medial edge of the palmaris 
longus tendon and the proximal border of 
the retinaculum. These injections were 
given weekly, and results were observed 
after three injections. 

Most patients even responded after the 
first injection. This form of treatment, 
which is simple, relatively painless and even 
economical, may be preferable to operation 
in the early stages if there is no evidence of 
severe damage to the median nerve. 

EDMUND LISSACK, M.D. 


Renal Agenesis and Dysgenesis. Ashley, D. 
J. B., and Mostofi, F. K., J. Urol. 83:211-229, 
1960. 


For those who are interested in the em- 
bryogenesis of the urinary tract, this article 
is written in detail. 

The authors studied 364 cases of renal 
agenesis and dysgenesis from the AFIP files. 
They review the present theories of renal 
agenesis and on the basis of their studies 
propose a new hypothesis. They propose that 
the potentiality for renal differentiation lies 
in the nephrogenic ridge substance itself. 
On this basis, they propose a classification 
of six types of renal agenesis and dysgenesis. 

SHEPARD JEROME, M.D. 


Malignant Tumors in Children. Kiesewet- 
ter, W. S., and Mason, E. J., J.A.M.A. 
172:1117, 1960. 


The importance of malignant tumors in 
children is ‘growing. Malignant disease was 
diagnosed in 404 of 38,967 children admitted 
to a hospital during six and one-half years. 
In children less than 1 year old, renal and 
adrenosympathectic tumors were the most 
frequent type. ; 

This series was observed in the Children’s 
Hospital in Pittsburgh, and was analyzed by 
the authors from the standpoint of age in- 
cidence, diagnostic leads, management and 
results. A six and one-half year survey of 
malignant disease showed an 80 per cent 
overall mortality rate, with three-quarters 
of the deaths occurring in the first year after 
the diagnosis. 

EDMUND LISSACK, M.D. 
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